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A Sanitarium for Rest Under Medical Supervision, and Treatment of Nervous 
and Mental Diseases, Alcoholism and Drug Addiction. 


The Pinebluff Sanitarium is stiuated ir. the gandhilis of North Carolina in a 60-acre park 
of iong leaf pines. It is located on U. S. Route 1, six miles south of Pinehurst and Sou 
Pines. This section is unexcelled for its healthful climate. 
0a Ample facilities are afforded for recreational and occupational therapy, particularly out- 
of-doors. 

Special stress is laid on psychotherapy. - effort is made to help the patient arrive at 
an understanding of his life problems; and by adjustment to his personality difficulties or 
modification of personality traits to effect a cure or improvement in the disease. — resident 
physicians and a limited number of patients afford individual treatment in each case 


For further information write: 


The Pinebluff Sanitarium, Pinebluff, N. C. 


Malcolm D. Kemp, M.D. Medical Director 


SPECIAL PRICE 


ON 


BOSTON STYLE BAGS 


Best Quality Leather 


First lot includes 22 Black Boston Bags, 16 inch . $13.50 
Second lot includes 22 Black Boston Bags, 16 inch . . . . $18.75 


Check the Price You Want, We Will Mail You the Bag, 
Subject to Your Approval. 


THESE SUBJECT TO PRIOR SALE 


WINCHESTER 


‘CAROLINAS’ HOUSE OF SERVICE” 


Winchester Surgical Supply Co. Winchester-Ritch Surgical Co. 
119 East 7th Street Charlotte, N. C. 421 West Smith St. Greensboro, N. C. 
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...especially effective against gram- 
positive organisms including those resistant 


to penicillin and the other antibiotics. 


HROCIN 
.. has low toxicity; orally effective 
against infections caused by staphylococci, 


streptococci and pneumococci. 


{ROCIN 
... indicated in pharyngitis, tonsil- 
litis, scarlet fever, pneumonia, erysipelas, 


osteomyelitis and pyoderma. 


... gastrointestinal disturbances mild 
and relatively rare; no serious side effects 


reported. 


in 
... fully potent; average adult daily 
dose 0.8 to 2.0 Gm., depending on type, se- 


verity of infection. 


... Special absorption-favoring coat- 


ing: 0.1 Gm. (100 mg.) tablets 


supplied in bottles of 25 and 100. 


Trade Mark for 
ERYTHROMYCIN, ABBOTT 
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TESTED AND : PROVED 


The 
Standard 
Fixvcellence 


HAND-CRAFT COTTON 
CHAMPION SERUM-PROOF SILK 


Quality 
USE Gudebrod .. BROS SILK CO. 


Surgical Division, 225 West 34th Street, New York 1, N.Y. 
Executive Offices, Philadelphia, Pa. 


Branch Offices: Chieago « Los Angeles ¢ Dallas « Boston 


first and foremost name 
in non-absorbable sutures 
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The many indications for CORTONE 
SN and HYDROCORTONE highlight 
‘ the therapeutic importance of these 


hormones in everyday practice | 


Primary Sites of Pathology and Indications 


3 

1. EYE—Inflammatory eye disease. 2. NOSE—Intractable hay 

1 =u fever. 3. LARYNX-—Laryngeal edema (allergic). 4. BRONCHI 

i ‘ Intractable bronchial asthma. 5. LUNG — Sarcoidosis. 6. HEART 
3 Acute rheumatic fever with carditis. 7, BONES AND JOINTS ! 
: 4 a 8 Rheumatoid arthritis; Rheumatoid spondylitis; Acute gouty 

arthritis; Still's disease; Psoriatic arthritis. 8. SKIN AND CON- 


NECTIVE TISSUE--Pemphigus; Exfoliative dermatitis; Atopic 
dermatitis; Disseminated lupus erythematosus; Scleroderma 
(early); Dermatomyositis; Poison ivy. 9. ADRENAL GLAND 
Congenital adrenal hyperplasia; Addison's disease; Adrenal- 
ectomy for hypertension, Cushing's syndrome, and Neoplastic 
diseases. 10. BLOOD, BONE MARROW, AND SPLEEN © Allergic 
purpura; Acute leukemiat (lymphocytic or granulocytic); | 
Chronic lymphatic leukemia. t 11. LYMPH NODES —-Lympho- 
sarcomat; Hodgkin's disease.t 12. ARTERIES AND CON- 
NECTIVE TISSUE--Periarteritis nodosa (early). 13. KIDNEY 
Nephrotic syndrome, without uremia (to induce withdrawal 
diuresis). 14. VARIOUS TISSUES--Sarcoidosis; Angioneurotic 

7 edema; Drug sensitization; Serum sickness; Waterhouse- 
Friderichsen syndrome. 
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t Transient beneficial effects. 


ag 
6 
13 
4 | a 
| 


June, 1952 ADVERTISEMENTS 


Relaxed 
but awake 


In emotional and nervous disorders, 
Mebaral exerts its calming influence 
without excessive hypnotic action. 


Mebaral is also a reliable anticonvulsant. 


INDICATIONS: 


Because of its high degree of sedative 
effectiveness, Mebaral finds a great field 
of usefulness in the regulation of 
agitated, depressed or anxiety states, 

as well as in convulsive disturbances. 
Specific disorders in which the calming 
influence of Mebaral is indicated 

include neuroses, mild psychoses, nervous 
symptoms of the menopause, hyper- 
tension, hyperthyroidism and epilepsy. 


for sedation 


® Sedative: 
32 mg. (2 grain) and 
new 50 mg. (34 grain) " 
4 9 Antiepileptic: 
0.1 Gm. (1% grains) 
and 0.2 Gm. (3 grains) 


Tasteless TABLETS 


WINTHROP-STEARNS INC. New York 18,N.Y., Windsor, Ont. 


Meboral, trademark reg. U.S, & Canada, brand of mephobarbital 
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Acetate (cortisone acetate, Schering) Tablets, 5 mg. and 25 mg.; 
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SUPERMIX liquid chemicals are 
6 ways better than powders 


Read why 83% of GE’s customers 
have switched to liquids 


EVERY 
PROCESSOR HOW SUPERMIX LIQUID CHEMICALS 


WANTS THESE GIVE YOU THESE ADVANTAGES 


| SUPERMIX Develorer brings out every bit 
BETTER of contrast, density and detail that are in 
FILMS the film. And, with proper refreshing, it will 
do it in the same time month after month. 


Using SUPERMIX liquid chemicals, you can 
process nearly twice the number of films pos- 
sible with powders in a given time. That 
means you .¢n handle a much greater film 
load without interruption. 


Fresh SUPERMIX Developer works in 3 
; minutes. Fresh SUPERMIX Fixer clears in 
FASTER 45 seconds — films are ready for wet-film 
viewing in 4 minutes — completely devel- 
oped and fixed in 5. 


PROCESSING 


No pails, pans, paddles, thermometers or 
screwdrivers! Just pour SUPERMIX into the 
tank, add water at working temperature — 
and you're all set. No overnight wait. 


SUPERMIX Developer, Refresher and Speed 
EXTREME Fixer have withstood tests in temperatures 

as low as 75° below zero... as high as 155° 
STABILITY F for 30 consecutive days—without damage. 


The long life and increased output of SUPER- 
MIX liquid chemicals save you money. Us- 
ing Refresher, you can process 1200 14x 17's 
in SUPERMIX for a cost of only 3.7¢ each! 


Ask your GE x-ray representative You can put your confidence in — 


for a copy of our informative 


Processing,” or write: 


Resident Representatives: 
Dire ie : WINSTON-SALEM — N. E. Bolick, 1234 Miller Street 
CHARLOTTE — 1140 Elizabeth Ave. wip son — A. L. Harvey, 1501 Branch Street 
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REHABILITATION FOR THE ALCOHOLIC 


The alcoholie’s chief interest is the next drink 
even though he is physically sick, nervous, appre- 
hensive and badly in need of treatment. 

It is only when he realizes that he can no 
longer control his drinking and appeals to his 
family physician for help that he makes the first 
step toward recovery. 

Upon referral to The Keeley Institute for spe- 
cialized treatment, he is admitted on a voluntary 
basis, even though intoxicated. With pleasant 


THE 


447 West Washington Street 


techniques and individual medical care, he is man- 
aged through the acute stages of intoxication. 
After the craving or dependence on alcohol is 
relieved, self confidence is progressively restored. 
The patient is encouraged to participate in group 
activities and recreation on the spacious Keeley 
grounds, Unobtrusive supervision by trained 
nurses is provided as needed. 

Re-education on alcohol and alcoholism is essen- 
tial as therapy is aimed at physical and mental 
rehabilitation. 


INSTITUTE 


Greensboro, North Carolina 


Telephone 2-4413 


Registered with the Council on Education and Hospitals of American Medical Association. 
Member American Hospital Association, Member North Carolina Hospital Association. 
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New Horizons in Antibiotic Therapy 


Dibenzylethylenediamine Dipenicillin G 


N E W FORM O F 


NOW... Council Accepted 


BICILLIN (dibenzylethylenediamine 

dipenicillin G) is a new penicillin com- 

pound. It possesses characteristics which 

set it apart from older forms of penicillin. 

Unique is BICILLIN’s relative insolubility; 

its tastelessness; its resistance to gastric 
degradation; the apparent ease with which t 
patients tolerate it; the stability of its oral forms. 
BICILLIN indeed opens to view new horizons in 
antibiotic therapy... new applications of penicillin— 
drug of choice in a wide range of infections, 


BICILLIN is available in oral suspension, tablet and injectable forms 


Wyeth Philadelphia 2, Pa. 
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Alcohol 49 


hi Lilly and Company + Indianapolis 6, Indiana, U.S.A. 


“Crystodigin’ is available in 0.05-mg., 


O.l-mg., O.15-mg., and 0.2-mg. tablets. 


Ampoules containing 0.2 mg. per ee. 
are available in l-ce. and in 10-ce. 


(rubber-stoppered) ampoules, 


Crystodigin 


CORYSTALLINE DIGITOXIN, Linny) 


XIV 
ES ysual to 0.6 me: of by 
mouth. to be coi owed by 0.4 mg - every 12, 
or 24 yours yntil gull effect is oprainet 
4 _-ysuall¥ within 2 or 9 days: The total aose 
a will seldom excee4 1.8 Then tne 
can be reauced ro the jevel: 
vary: AS yirrtle as 9.05 me: 1s gurricie®® 
some cases: The ysual case require? 0.1 my, 
more rarely: 9.2 me- or more will / 
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THREE INTERRELATED RESPONSIBILITIES OFSPUBLIC HEALTH 
AND PRIVATE PRACTICE IN NORTH CAROLINA 


J. W. R. NorRTON, M.D., M.P.H., 


The customary detailed report of activities 
of the state and local health departments is 
furnished to the presidents of the Medical 
Society and the Board, and will be published 
in the June Health Bulletin. 

In previous reports to Conjoint Sessions, 
attempts have been made to discuss current 
problems in medical and health practice— 
with emphasis on those involving private 
practitioners in their relationships with the 
public. Public health responsibilities include 
efforts toward getting every family to do its 
own part and to understand the problems of 
private practitioners, and toward assisting 
personnel, as together we all assure the best 
possible public health services, medical care 
and hospitalization, and the easiest means 
of paying for them. They also include pass- 
ing on to the private practitioner some inter- 
pretations of the public pulse. Only as a sym- 
pathetic understanding between the public 
and private medical practice is developed can 
our free enterprise system thrive. 

The rest of this paper could be well spent 
in discussing a problem expressed through 
two stimulating questions: Why is the pub- 
lic increasingly critical of, and insistent on 
taking a more active part in, the planning for 
provision of health and medical care and 
hospitalization? What are the historical and 
the current bases for the medical profession’s 
insistence on relative exclusiveness in this 
field? May I urge each of us to study, dis- 
cuss, and work toward a solution of this prob- 
lem? Our handling of it will contain the 


Read before the Conjoint Session of the State Board of 
Health and the Medical Society of the State of North Carolina, 
Pinehurst, May 13, 1953. 

*Secretary of the State Board of Health and State Health 
Officer. 


V.A.C.P., A.P.H.A.* 
RALEIGH 


seeds of continuing dissension and misunder- 
standing or of peace and constructive co- 
operation. 

In North Carolina the State Board of 
Health and local boards of health look to 
the medical profession at large for under- 
standing and guidance. Your attention is in- 
vited, therefore, to three items of mutual in- 
terest in this Conjoint Session: (1) our ac- 
tive, helpful participation in the work of the 
Study Commission on a Reorganization of 
State Government; (2) the duties of the 
State Health Officer in working with other 
state agencies; (3) some little known ser- 
vices of the state and local health depart- 
ments. Health boards, appropriating bodies, 
and the public expect every medical doctor 
to be informed and to provide leadership. 
Our medical thinking and planning should al- 
ways be ahead of public movement or our 
toes will be trampled. 


Study Commission on State Government 
Reorganization 

We have all heard much of reorganiza- 
tion plans and activities in the federal gov- 
ernment. Among other bills ratified, and of 
direct interest to each of us, the 1953 General 
Assembly complied with Governor Umstead’s 
request and provided for a nine-member 
Study Commission on a Reorganization of 
State Government. A_ preliminary private 
study published in 1950 contained the fol- 
lowing statement: “The absence of a_ pro- 
gram for the development of a logical organ- 
izational structure for state administration 
in North Carolina has resulted in the de- 
velopment of 139 different agencies of state 
government—many of which are autonomous 
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and independent, devoid of any effective 
over-all, integrated, continuous supervision 
or administrative control.”"’ That report 
also stated, “Although North Carolina has as 
one of its major agencies the State Board of 
Health there are 22 additional state agen- 
cies, boards, commissions or committees who 
have their legal basis in state administration 
because they concern the public health.’’”) 

As this Reorganization Study Commission 
proceeds with its work during the coming 
two years, each of us can get in on the ground 
floor and help write the recommendations af- 
fecting health, medical care, and hospitaliza- 
tion. We have had experience on a national 
scale with the alternative. “To be forewarned 
is to be forearmed”—or is it? This is a chance 
to be for, and not against, proposals that 
eventually may affect each of us and every 
other citizen in North Carolina. 


Medical Representation Through 
The Board of Health 

Some of you do not fully reatize, perhaps, 
the many ways in which the medical profes- 
sion of North Carolina is represented 
through the State Board of Health, and in 
some cases only through this Board. Be- 
sides direct responsibilities with the State 
Board of Health and the 67 local health de- 
partments serving all 100 counties and a few 
extracurricular activities, your State Health 
Oflicer serves in the following official capaci- 
ties as an ex-officio member: 

North Carolina Division of the American 
Cancer Society 

State Tuberculosis Sanatoria Board 

North Carolina Medical Care Commission 

North Carolina Mental Health Council 

Executive Committee of the North Caro- 
lina Public Health Association 

Advisory Committee of the North Caro- 
lina Recreation Commission 

North Carolina Commission for the Blind 

North Carolina Eugenics Board 

North Carolina Resource-Use Education 
Commission 

Governor’s Committee on Interstate Co- 
operation. 

In a somewhat semi-official capacity, your 
State Health Officer has served as a member 
of the North Carolina Hospital Study Com- 
mittee, the Board of Trustees of the North 
Carolina Cancer Institute, the Executive 
Committee of the North Carolina Health 
Council, the Governor’s Study Committee on 
Aging, the Board of Directors of Health 
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Publications Institute, the State Council of 
Civil Defense (and as chairman of Health 
Services), and Medical Advisory Committee 
of North Carolina Selective Service. He is 
also visiting associate professor of public 
health at the State University and chairman 
of the Medical Advisory Board of the North 
Carolina Military District. 

In addition to the above list, it is my 
cherished privilege to attend sessions of the 
Executive Council and House of Delegates 
of this Medical Society, and to work with 
other representatives on state and national 
legislation. I serve now on three Medical 
Society committees—the Advisory Commit- 
tee to the North Carolina Medical Care Com- 
mission, the Committee on Emergency Medi- 
cal Service, and the Committee on Military 
Service. A great deal of time has also been 
spent with the Committees on Cancer and 
Legislation. In our public health program 
we call on doctors for several standing con- 
sulting medical committees, such as those 
for crippled children, prematurity and can- 
cer, and arrange special consultations such 
as the recent sessions on gamma globulin 
with the Child Welfare Committee. Dr. John 
R. Bender’s suggestions on the importance 
of medical representation on local health 
boards, given here this morning, should re- 
ceive careful study. 


Little Known Health Services 
Through Other Agencies 

You are interested in having called to your 
attention some of the services performed by 
the state and local health departments which 
are not ordinarily identified as work which 
we do. This work is done in cooperation with 
other official and voluntary agencies and 
groups, as well as with individuals. 

Through our film library, for example, 
we distribute over a thousand films dealing 
with major health problems on various 
phases of preventive medicine to groups such 
as P.T.A., civic clubs, schools, and colleges, 
in addition to medical societies. Borrowers 
are required to pay only the return postage. 
This film library is being used more fre- 
quently as time goes on, and only New York 
has been more active in this important work. 

Sanitary Engineering makes many ser- 
vices available through both the state staff 
and local health departments. For example, 
consultations are held with the Medical Care 
Commission and assistance is given with re- 
spect to location and equipment of hospitals, 
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nurses’ homes, and health centers. Consul- 
tation services regarding water and sewer- 
age improvements also are extended to mu- 
nicipal and sanitary district officials and 
their architects and engineers. The Di- 
vision has cooperated also with the School 
Planning Division of the State Department 
of Public Instruction, particularly during the 
last two years. Regular liaison work is ar- 
ranged with the Department of Conservation 
and Development in regard to new indus- 
tries and tourist accommodations, and with 
restaurant associations, recreation commis- 
sions, the Attorney General’s Office, the 
Highway and Public Works Commission, 
U. S. Park Services, and various other agen- 
cies whose work may have a bearing on the 
public health. 

Through the Personal Health Division, 
joint services are arranged for early cancer 
detection and diagnosis. The maternal and 
child health program is carried on in active 
cooperation with private practitioners who 
conduct the prenatal and well-babv clinics 
which are usually held in local health cen- 
ters. The Crippled Children’s Section works 
through private practitioners of orthonedic 
surgery in the 31 Crippled Children’s Clinics. 
Information on nutrition is given as a public 
health service at these clinics and also 
through all the other 36 local health depart- 
ments. Consultation is provided to the Civil 
Defense Council with regard to hospitals, 
schools and institutions to be constructed or 
remodeled, and also their operation and main- 
tenance. Approximately $175.000 was paid 
in honoraria to private physicians in 1952 
for work in cancer, maternal-infant, and 
crippled children’s clinics through this Di- 
vision alone. 

Since the State Health Department was 
streamlined, February, 1950, many services 
now are grouped in the Division of Epidemi- 
ology. As physicians, of course, you know the 
duties involved in conducting epidemiologic 
work. This Division works principally, as 
do all the others, in cooperation with and 
through local health departments. We now 
have a full-time public health veterinarian 
who concentrates on health education regard- 
ing those diseases which are common to men 
and domestic or wild animals. The Division 
maintains liaison with various state and vol- 
untary agencies concerning the study and 
control of communicable diseases. Our ve- 


PUBLIC HEALTH AND PRIVATE PRACTICE 


NORTON 223 
nereal disease activities are continuing with 
much interest and success, though perhaps 
with less publicity. Mass chest x-ray surveys 
are provided at mental hospitals, State Train- 
ing Schools, schools for the blind and deaf, 
and for state prisoners. Over 1,700,000 
chest films have been made since 1945, Sta- 
tistical data are regularly supplied to the 
Committee on Maternal Welfare and other 
committees, and upon request to individual 
physicians. Special surveys are made in such 
fields as non-motor vehicle and home acci- 
dent fatalities, and prematurity. The Indus- 
trial Hygiene Section cooperates with man- 
agement and labor in eliminating or control- 
ling health hazards. 

I assume that you are already aware of 
the full services available through the Divi- 
sions of Local Health Administration, Lab- 
oratories, and Oral Hygiene. It is of mutual 
interest to know, however, that the 1953 
General Assembly approved the Little Jack 
Loan Fund for junior and senior dental stu- 
dents. It is hoped that this will be a means 
of obtaining additional staff members for 
the last named Division. 


Comment 

The services of public health are now on 
the doorsteps of each of North Carolina’s 
more than 4,000,000 inhabitants. Some of 
these services are taken as a matter of 
course; yet to discontinue any would be dam- 
aging to large segments of our population. 
Letters, responses to radio programs and 
news articles, and other communications 
from the public indicate that our people are 
becoming more public health conscious with 
the passage of time. The State Health De- 
partment soon will be occupying a modern 
six-story building, now under construction, 
while local departments are emerging from 
cellars, back rooms, and attics to respectable, 
modernly constructed, quarters. Public 
health has, at long last, taken its place with 
the professions, is given wider recognition, 
and is depended upon more as time goes on. 

As a fellow-physician, may I assure you 
again that your state and local boards of 
health invite and depend on your construc- 
tive criticisms and suggestions for guidance. 
No similar-sized group among our four mil- 
lion North Carolinians can promote sound 
public health practices as effectively as can 


i 


224 NORTH CAROLINA MEDICAL JOURNAL 


this Society. Of your state and local health 
department staffs, it can be fairly para- 
phrased: Never have so few done so much 
with so little. 
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THE OUTLOOK FOR MEDICAL EDUCA- 
TION IN NORTH CAROLINA IN RELA- 
TION TO THE THREE MEDICAL 
SCHOOLS AND ITS IMPACT ON 
MEDICAL PRACTICE 


Coy. C, CARPENTER, M.D.* 
WINSTON-SALEM 


I understand that the soldiers in Korea 
make it a policy to avoid discussions of poli- 
tics or women, because of the certainty that 
either of these topics will lead to bitter argu- 
ments. To discuss medical education in North 
Carolina in relation to the three medical 
schools of the state without doubt brings into 
focus institutional loyalties and differences 
of opinion regarding the programs of the 
separate schools. To add to that discussion 
before a group of clinicians the topie of the 
impact of a medical school on medical prac- 
tice is to invite disaster in a thousand 
tongues. 

In North Carolina the risk is enhanced by 
the fact that we have so recently gone 
through a tremendous political battle be- 
tween the proponents and opponents of ex- 
tending the activities of the state in medical 
affairs. It can readily be seen, therefore, that 
I must walk a very tight rope if I am to avoid 
saying the wrong thing in discussing this im- 
portant subject. For these reasons, I shall 
confine my remarks as completely as possible 
to factual matters that are already a matter 
of record, 


Medical Education and 
Standards of Practice 
One might conclude this paper in a few 
words by repeating the observation that 
wherever there is medical education, there 
is an elevation in the standards of medical 
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practice. It has often been said that the 
splendid medical profession in Charlotte con- 
tinues to reflect the impact of the North 
Carolina Medical College in that city, de- 
spite the fact that it closed in 1918, some 35 
years ago, The same could be said of Raleigh, 
where the Leonard Medical College for Neg- 
roes once operated before it too closed in 
1918, and where the clinical departments of 
the University of North Carolina were lo- 
cated for a few years after 1902. The late 
James A. Gray often observed that no matter 
in what other ways the Bowman Gray School 
of Medicine may have fallen short of its pre- 
dictions, the improvement in the standards 
of medical practice in Winston-Salem is most 
certainly a reality. These statements should 
not be taken to imply that we do not have 
good medical practice in all parts of North 
Carolina. The opportunities to practice good 
medicine are simply greater the nearer one 
moves geographically to medical education. 


Applications vs. Facilities 

The outlook for medical education in North 
Carolina, is affected by two factors — the 
students and the faculty. I will accept with- 
out discussion the existence of a first-class 
faculty in each of the three medical schools 
of the state. 

The outlook so far as the student is con- 
cerned is not quite so clear. We are aware 
of the great public demand for more doctors. 
This criticism of the present state of affairs 
is based on the presumption that the great 
number of students refused admission by 
medical schools represents a lack of facilities 
to train them. The public as well as the pro- 
fession often overlooks the facts in that situ- 
ation. 


Decrease in applications 

In an article entitled “The Study of Appli- 
cants” by John M. Stalnaker in the Feb- 
ruary issue of the Journal of Medical Educa- 
tion, we find that the peak in the number of 
applicants to medical schools in this country 
was reached during the school year 1949- 
1950, when 24,434 individuals submitted ap- 


Completed Applications 
1952-1953 


Size of Total Number of 
Medical Freshman Applications Reported 
School Class Men Women Total 
Bowman Gray 52 721 22 743 
Duke 76 626 29 655 
North Carolina 60 203 7 210 
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plications to medical schools in this country. 

For the 1952-1953 session there were 7,671 
fewer applicants than three years ago'!’. In 
other words, there has been a 46 per cent de- 
crease in the number of individuals applying 
for admission to medical schools since the 
peak year of 1949-1950. 


Freshman Number Number 


A plications Indi viduals Indiv idual 
1949-1950 88,244 24,434 3.6 
1952-1953 56,319 16,763 3.4 


The situation in North Carolina typifies 
the swing of the pendulum toward an ex- 
cess of facilities over applications. In 1952- 
1953, only 294 North Carolinians applied 
for admission to all medical schools in the 
United States. In that year the Bowman Gray 
School of Medicine of Wake Forest College, 
the Duke University School of Medicine, and 
the School of Medicine of the University of 
North Carolina admitted 188 freshmen. Of 
the 124 North Carolina students who applied 
for admission to The Bowman Gray School 
of Medicine for the 1952-1953 session, 29 
were considered qualified for admission, 
Total number of North Carolina applicants to 


all United States Medical Schools 294 
Total admissions to the three North Carolina 
Medical Schools .. 188 
Total number of North Carolinians who sub- 
mitted applications to the Bowman Gray 
School of Medicine . 124 


Total number of North Carolina applic ants ac- 

cepted by the Bowman Gray School of Medi- 

cine as qualified 29 

If the situation in the two 
schools is comparable to that of Bowman 
Gray, then obviously, under present condi- 
tions, if the three medical schools in the state 
confined their admissions to applicants from 
the state, we would already have facilities 
for education in medicine in excess of the 
qualified applicants. Fortunately, this is not 
true, since the Duke University Medical 
School and the Bowman Gray School of Med- 
icine of Wake Forest College are not state- 
operated institutions and are not obligated 
to restrict their admissions to applicants 
from the State of North Carolina. It is the 
policy of all three schools, however, to give 
preference to qualified applicants from this 
state. I have often said that during my 27 
years of service as dean of the Wake Forest 
medical school, I do not know of a single 
qualified applicant from North Carolina who 
was declined admission. 

Admittedly, there is a great difference of 
opinion in the public and in the profession 
as to what constitutes a qualified applicant. 
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Many people, including physicians, would 
claim that any student who expresses a burn- 
ing desire to study medicine and who is con- 
sidered by his neighbors and friends to be a 
person of character should be considered 
qualified for the study of medicine. Many 
doctors point with pride to the fact that they 
had an inferior scholastic record prior to 
their admission to medical school, but that 
they have since become competent physicians. 

We forget, however, that there has been 
progress in all things during the last 25 to 
30 years, including the scholastic require- 
ments for the degree of Doctor of Medicine. 
Many successful farmers 25 years ago could 
not read and write; but today the science of 
farming, aside from the many government 
records and reports that must be kept, would 
make farming very difficult for an illiterate 
person. In other words, we are prone to point 
to the exception rather than the rule, that 
many people succeed in spite of their back- 
ground, not because of it. It is a known fact 
that a study of more than 25,000 admissions 
to medical schools shows that about 95 per 
cent of those in the lower scholastic levels 
fail to pass the work. 


The Necessity for Raising Standards 
of Premedical Education 

In my judgment, the state of North Caro- 
lina, cannot increase its number of native 
sons who will become doctors until it im- 
proves the standards of high school and pre- 
medical education, unless the standards of 
medical education are reduced to those of 
about 50 years ago. Dean Davison of Duke 
University Medical School was the first to 
bring this matter to our attention. Dean 
Davison has proposed the possibility of a 
tutorial system whereby a selected group of 
high school students who lack opportunities 
to attain an education comparable to that 
available to boys and girls in some other sec- 
tions of the United States may be sent to a 
college or university during summer months 
for special study. We recognize that the de- 
tails for such a plan would pose some prob- 
lems, but at least it is worth considering. 

This problem was also recognized by the 
Visiting Committee to the Board of Trustees 
of the Consolidated University of North 
Carolina when, in their report for 195: 
issued on February 23, 1953, they had the 
following to say: 


“ ,. As Trustees we cannot be blind to the his- 
toric and continued backwardness of formal educa- 
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tion in our region . . . In the 1951 Selective Service 
College Qualification tests only 46 per cent of the 
students from the entire State of North Carolina 
made a score of 70 or higher, while 73 per cent of 
the students from the New England states made a 
score of 70 or higher... 

“~.. In the National Law School Admissions 
tests during the four years ending 1952 there were 
57 institutions represented by 100 or more partici- 
pating students. The University of North Carolina 
students taking the test made scores which caused 
our University to be tied for the 42nd place from 
the top. 

“If a freshman goes to college so poorly prepared 
that he flounders academically in the classroom it 
is thoroughly understandable that he may lose in- 
terest and drop out of school. Others are more rug- 
ged and with commendable vigor win through to an 
education in spite of, rather than because of the 
oe of preparations received before reaching col- 
ege. 

“We no more suggest that the college curricula 
be altered to meet completely the high school 
courses than that high school courses be altered to 
meet completely the college curricula. We do feel, 
however, that it might be helpful if there could be 
some meeting of the minds, or liaison between those 
responsible for the college curricula and for the 
high school courses to lessen the difficulties in the 
transition from high school to college. The Uni- 
versity might well take the initiative in this en- 
deavor .. 


Swings of the Pendulum 
Many of us are aware that there is at the 
University of North Carolina in the Division 


of Health Affairs a large staff headed by 
Doctor Cecil G. Sheps in charge of Program 
Planning. Many of you have heard President 
Gordon Gray and others connected with the 
University say that they have a mandate 
from the people of North Carolina to supply 
more doctors and improve medical care in 
the state. It is my understanding that, be- 
‘ause of that assumption, the Program Plan- 
ning staff is making, or will make, a study 
of the practice of medicine in North Caro- 
lina. 

Many of us forget that the pendulum of 
economic ability to gain an education, and 
the pendulum of supply and demand con- 
stantly swing back and forth. On October 1, 
1935, there appeared in the Raleigh News 
and Observer an editorial, entitled ‘Plowing 
up Doctors.’ This editorial said in part: 

Undoubtedly a serious situation has been 
created in some states by what seems on the surface 
to be an over-supply of doctors, In some sections 
indeed, the proportion of doctors is as high as one 
doctor among every 400 people. As a result, doctors 
have been unable to make a living, not to speak of 
a return on the large investment in dollars and time 
which a modern medical education means ..... 
Plowing up cotton was an emergency measure justi- 
fied only by the crisis of the depression. But plow- 
ing up doctors not merely for the present but for 
the whole future in which men who might now be 
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educated would be denied education and admittance 
to the a would be plowing up humanity in 
order that profits might be reaped.” 

The other extreme of the pendulum was 
reached when economic conditions became 
inflated and colleges and universities all over 
the country were crowded with students 
clamoring to study something, and many of 
them wanting to study medicine. That period 
began about 1940. The situation was fur- 
ther emphasized at the close of World War 
II in 1946, when so many soldiers were sud- 
denly discharged from the armed services 
with ample and liberal provisions for an ed- 
ucation at the expense of the United States 
government. We then had the normal com- 
ponent of applicants for admission to medi- 
cal school, plus the backlog of approximately 
four years of students in the armed services, 
and the relative inactivity of the premedical 
departments of the colleges and universities 
of our state and of the country. 

When we return to a less inflationary 
period and doctors in the military services 
are released for civilian practice, we may ex- 
pect a sufficient number of doctors in North 
Carolina to meet the needs of the public. 
Please observe that I say “needs,” not “de- 
mands.”” When money is less plentiful, de- 
mands for a doctor for the slightest ache will 
cease, and people will ask help for their needs 
only. 

We must not lose sight of the fact that the 
number of doctors in North Carolina is 
sharply on the increase and that with modern 
medical facilities one doctor can now serve 
four to five times more people, and serve 
them better, than he could 20 years ago. An 
interesting illustration of the latter is found 
in four rural areas around Winston-Salem. 
Twenty years ago the communities of Ar- 
cadia, Wallburg, Bethany, and Enterprise 
each had a doctor located in the community. 
There is not now a doctor living in either 
community. Dr. John R. Bender married the 
daughter of the late Dr. R. U. Zimmerman 
living in the Enterprise community, and 
practiced with his father-in-law until Dr. 
Zimmerman’s death a few years ago. Dr. 
Bender now lives in Winston-Salem and has 
a well equipped office in the Nissen Buliding. 
From that location he serves all four of the 
rural communities better than one doctor in 
each community was able to serve the people 
20 years ago. Those of you who know Dr. 
Bender know that he also gives as much time 
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to medical society activities, both locally 
and nationally, as any physician in North 
Carolina, 

It is quite natural for each community to 
want its own doctor in spite of the fact that 
they can get good medical care without a doc- 
tor living in the community. The same situa- 
tion exists in regard to the public schools. 
Few people living in North Carolina who can 
read and write are unaware of the long and 
bitter controversy which has been going on 
in the Old Richmond community of Forsyth 
County for about three years, over plans to 
close the high school in favor of a consoli- 
dated high school to serve that and two other 
communities. Comparable situations in medi- 
cine have in many instances created an emo- 
tional problem that may be used for political 
purposes to extract more and more money 
from the public for medical luxuries. The re- 
alities of the situation will become more ob- 
vious when we return from a war-time econ- 
omy to more normal conditions. 


Conclusion 


In my opinion the Duke University Medical 
School will continue essentially the program 
that it has followed for the last several years. 
I would say the same of the Bowman Gray 
School of Medicine of Wake Forest College. 
Nowhere along the line can I visualize the 
Bowman Gray School of Medicine assuming 
more than the role of consultation and co- 
operative collaboration in the practice of 
medicine outside of our own institution. It 
is our present hope that it will continue to 
be a small medical school devoted primarily 
to education and research, and take only such 
part in medical practice on a statewide basis 
as may be necessary for a well rounded pro- 
gram. 
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Public Relations. It is accepted, I believe, that 
the improvement of the public relations of our pro- 
fession is a long term project. It is not a subject 
that can be stimulated in bursts of enthusiasm or 
accomplished by the application of a magic formula 
by public relations experts. The custodian of our 
public relations is every doctor every day in his own 
field of work.—Kelley, A. D.: “Why Bother With 
Public Relations?” Canad. M.A.J. 66:494 (May) 
1952. 


ADDICTIVE DRINKING—REED 


THE PROBLEM OF ADDICTIVE 
DRINKING 


II, Some Characteristics of the Alcoholic 
Roy E. REED, M.D. 
WINSTON-SALEM 


Alcoholism is one of the most prevalent 
diseases in America. It has been estimated by 
competent authorities that there are in the 
United States some 65,000,000 people who 
use alcoholic beverages. Of these, 4,000,000 
who are in the advanced stage of their afflic- 
tion are problem drinkers or alcoholics. The 
implied ratio of 1 alcoholic to every 16 users 
is not reliable; however, it does suggest the 
importance of the relationship of the use of 
alcoholic beverages to alcoholism. It should 
be clearly understood that no adequate direct 
count of alcoholics exists. This lack of direct 
evidence is characteristic of some problems 
for which no adequate solution has been 
found and about which there has been a 
great deal of talk but little serious study. 


Essential Factors in Alcoholism 

Why, then, does one become an alcoholic? 
According to Selden D. Bacon, associate pro- 
fessor of sociology at Yale University, there 
are two essentials for the development of the 
condition: (1) the habitual use of alcohol; 
(2) certain personality types or structures. 
Neither of these factors alone can bring on 
alcoholism, There are many individuals with 
personalities similar to those found in alco- 
holics who never become alcoholics, who may 
never touch alcohol; there are tens of mil- 
lions of individuals who use alcoho] but 
never become alcoholics. The combination of 
the two factors is essential for the appear- 
ance of alcoholism. 

Alcohol is a depressant, the direct opposite 
of a stimulant. Its depressant action is grad- 
ual, however; and as it depresses certain con- 
trol functions of the brain, it allows behavior 
and attitudes which are usually repressed. 
(It is this less-controlled behavior which 
makes people believe that alcohol is a stimu- 
lant.) Alcohol, even in small quantities, 
lowers sensitivity, relieves tension, allows 
the forgetting of difficult and unpleasant 
ideas and memories. It reduces accuracy of 
judgment and discrimination, especially 
about the self. With alcohol, then, one can 
temporarily escape worries and anxieties, 
temporarily ease tensions, temporarily feel 
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happy, clever, witty, and graceful — or, at 
least, less unhappy, less inept, less dull, and 
less awkward. And one can gain this tempo- 
rary effect without the effort and ability 
which the real achievement of such feeling 
would demand. 


Types of Compulsive Drinkers 


Of the personality types significant in al- 
coholism only two will be mentioned. It 
should be recognized that there are psycho- 
tics and feebleminded persons who are also 
alcoholics; that there are persons, apparently 
quite normal, who under extraordinary stress 
may become compulsive drinkers. The great 
bulk of alcoholics, however, fit into the two 
classes to be described — primary and sec- 
ondary compulsive drinkers. 


The primary type 

The primary type of drinker may be 
likened to that group of persons labeled neu- 
rotic. This overused and little understood 
word, in the present instance at least, serves 
to point out that primary compulsive 
drinkers were definitely maladjusted before 
they began drinking. Here, for example, is 
the individual whose personality is warped, 
whose emotional development has been un- 
healthy from infancy or childhood on, The 
maladjustment might be manifested as an 
inability to compete with equals or superiors 
without extreme anxiety or apprehension of 
undefined pain. Or it might be manifested as 
an unusual fear of contact with those of the 
opposite sex, or as a general concept of the 
self as unworthy, inefficient, and socially 
awkward. 

These states of mind are fairly common 
though irregular among adolescents, but as 
sustained attitudes in a young or middle- 
aged adult they are out of keeping with the 
demands of our society. In the early twenties, 
and certainly by the age of 30, there is great 
pressure on adults to be socially and econom- 
ically successful, to be self-assertive, to be 
married, and to have attained relatively ma- 
ture independence and self-control. As indi- 
viduals of poor attainment along these lines 
grow older, the pressures upon them grow 
stronger and the maladjustment becomes in- 
creasingly harder to bear. No attempt will 
be made here to explain why or how these in- 
dividuals come to be “‘neurotics.” It is a mat- 
ter of common observation that there are 
many such people. 

If, like most Americans, such persons are 
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introduced to the custom of drinking, and if 
their anxieties about drinking are not too 
great and no other way out of their dilemma 
is found, then they are likely candidates to 
start out on the road to alcoholism. Alcohol 
allows them to compete without anxiety; to 
mingle without fear or with less fear in 
mixed company, perhaps even to initiate 
courtship; to forget their own interpretation 
of their personal inadequacies. It allows 
them relief from whatever their problem 
may be. Small wonder that they come to 
lean upon this crutch with increasing de- 
pendency. This development illustrates the 
concept that for the type of person described 
alcohol is an adjustment. 

However, the effects of alcohol wear off, 
while the neurotic characteristics remain as 
before. Furthermore, the memory of having 
acted aggressively or assertively, of having 
shown interest in the opposite sex because of 
alcohol, creates new anxieties; the knowledge 
of having been “out-of-control” also adds 
guilt and remorse. In the long run, however, 
the incipient alcoholic finds the rewards of 
drinking greater than these feelings. Later 
on he may use alcohol to get rid of the post- 
alcoholic feelings of guilt and anxiety. Thus 
a vicious circle is set in motion. 

The process is stimulated further by the 
inevitable extension and intensification of 
old problems and the rise of new ones due 
to increasing periods of inebriety. Family 
and friends, employers and neighbors, cus- 
tomers and strangers, all punish the person 
who often gets drunk. As problems are in- 
creased, the relieving, soothing, encourag- 
ing effects of alcohol become all the more de- 
sirable, So, although alcohol is a form of ad- 


justment, it is a short-run, temporary ad- 
justment, and leads to further maladjust- 
ment. 


The secondary type 

Before his drinking starts, the secondary 
compulsive type appears on the surface as 
a fairly well adjusted person. He or she has 
ultilized social customs, attitudes, and organ- 
izations with considerable success. Certainly 
the label “neurotic”? would never have been 
applied. Some persons of this type may be 
more extroverted than those around them, 
tending to be the leader in the group, the 
extreme practical joker, the most aggressive 
salesman. The implication is that they have 
to work harder than others to achieve a sense 
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of personal adequacy, to feel that they are a 
significant member of their group. What- 
ever the case, it is noticeable that they may 
differ markedly from the earlier mentioned 
“neurotic” type; that they have ultilized cus- 
toms, associations, and attitudes which were 
socially acceptable. 

When the prospective secondary type of 
compulsive drinker is introduced to drink- 
ing, he appears to take to it with great satis- 
faction. He already belongs to a group which 
usually drinks a good deal or he shortly joins 
such a group and becomes a regular drinker; 
later he may become a heavy drinker, but 
he is not yet an alcoholic; he is in control of 
the drinking, not the drinking in control of 
him. Many people can be so characterized, 
and they need not become alcoholics. For 
the individual in whom we are interested, 
however, a process which has been called the 
pampering effect of elcohol sets in. 

Alcohol] lowers sensitivity, discrimination, 
control and efficiency. Unless counteracting 
forces arise, the drinker responds to stimuli 
less adequately and follows personal inclina- 
tions in the face of contrary social demands 
with less compunction. As a result, the 
fairly heavy drinker may become a more 
careless worker, a more thoughtless father 
and husband, a more demanding friend, a 
more aggressive neighbor. Nor is this the 
only effect. On the negative side he may be 
seen as failing to exercise his social abilities 
and his intellectual techniques. Without prac- 
tice, the personality assets become dulled and 
more difficult to use. This process may take 
place by almost imperceptible steps. 

The result is inevitable: the rise of occupa- 
tional, familial, financial, and social prob- 
lems. Unfortunately, the individual has 
learned a simple means of avoiding such 
problems—drinking. Again a vicious circle 
is set in motion. 

A second result of this process, a result 
which may confuse the therapist, is that the 
personality of the drinker seems to change. 
The change is not hard to explain. The in- 
dividual finds himself losing the affection 
and regard of his wife, his boss, his friends; 
whereupon he loses his affection and regard 
for them. He finds that he is less popular 
in his club, among fellow workers, and in 
community groups; whereupon he gives up 
these organizations. He can hardly help re- 
alizing that his work is not as good as it 
was; whereupon he “talks it up,” idealizes 
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what he is going to do, what he has done, 
while realistic-accomplishment continues 
downhill. He becomes increasingly isolated 
and consequently self-centered. As he loses 
friends and interests, he becomes cynical 
self-conscious, and suspicious of others. He 
rationalizes his situation, and, as his rational- 
izations are not subject to the discipline of 
realistic give-and-take, he becomes overly 
idealistic, optimistic, or pessimistic. Grad- 
ually he takes on more and more of the 
characteristics of the primary type, until, 
when he has achieved the full status of an 
alcoholic, he may seem not a whit different 
from the other. From the point of view of 
rehabilitation, however, he or she is a de- 
cidedly different person; the chances of re- 
covery are far better than those of the pri- 
mary type. 
Conclusion 

These descriptions of the two largest cate- 
gories of compulsive drinkers, categories 
based on the developmental nature of the 
disease, are not a full answer to the question 
“Why does anyone become an alcoholic?” 
They may lead, however, toward a better un- 
derstanding of the sorts of processes, con- 
ditions and factors involved in the develop- 
ment of that condition. 


The Effect of the Psyche on the Soma. Effort is 
the commonest immediate exciting cause of angina 
pectoris in a person who has a faulty coronary cir- 
culation. An overfull stomach is sometimes a factor 
too, especially the combination of effort and a re- 
cent meal, but almost as common as effort behind 
the production of angina pectoris is excitement. 
Fear, great pleasure, anger, and the excitement of 
an athletic contest, such as viewing a football game 
or boxing match, directly or by television, even lis- 
tening to one over the radio, have caused innumer- 
able deaths in patients with serious heart disease, 
especially in those with coronary insufficiency, One 
of the rules in treatment that we have advised for 
many years is that such patients avoid nervous 
strain as much as physical strain, and especially 
various combinations, as, for example, rapid walk- 
ing on a cold evening right after a hearty meal and 
in an excited frame of mind.—White, P. D.: The 
Psyche and the Soma, Ann. Int, Med, 35:1296 (Dee.) 
1951. 


The cost of preventable diseases imposes a stag- 
gering burden upon the human race, Every step 
that can be taken toward lessening this burden will 
not only diminish suffering and prolong human 
life; it will also increase productivity and promote 
prosperity.—C.-E. A. Winslow, The Cost of Sickness 
and the Price of Health, WHO Monograph Series 
No, 7, 1951. 
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CARCINOMA OF THE PANCREAS 
A Review of Surgically Treated Cases 


DOUGLAS H. CLARK, M.D. 
LUMBERTON 


Carcinoma of the pancreas is an insidious 
neoplasm which is usually inoperable at ex- 
ploration because suggestive symptoms do 
not appear until extension has occurred and/ 
or pressure on adjacent structures results in 
pain, jaundice, or disturbance in pancreatic 
function. Rapid progress has been made in 
surgery of the pancreas since the first radi- 
cal pancreaticoduodenectomy was _ reported 
by Whipple’ in 1935. However, despite re- 
cent advances, only 4 patients'?) have been 
reported alive five years after radical sur- 
gery for carcinoma of the pancreas. These 
results might be improved by earlier diag- 
nosis or changes in operative technique. 

Miller’ has emphasized the preicteric 
stage of the disease. Progressive weakness, 
loss of weight, and pain may precede jaun- 
dice by several months. More exploratory op- 
erations at this stage might increase the 
rate of resectability and survival. Recently 
Child® reported a patient in whom pancre- 
aticoduodenectomy with resection of the por- 
tal and superior mesenteric veins was com- 
pleted with favorable results. Use of this 
procedure will undoubtedly increase the num- 
ber of lesions considered as resectable, but 
only time will determine whether it will af- 
fect the over-all cure rate. Total pancreatec- 
tomy has been advocated by Rockey’, Ken- 
nedy), Gaston’, Waugh”), and others. How- 
ever, there has not been a sufficient number 
of patients followed after this procedure ‘to 
evaluate its efficacy properly. 


Material 

At Shreveport Charity Hospital from July 
1, 1948, to January 1, 1952 exploration was 
done in 18 cases of carcinoma of the pancreas. 
The diagnosis was made in several other 
cases which are not included in this study 
because the diagnosis was not proven, the 
cases were inoperable, or follow-up was in- 
adequate. 

Distribution 

In accord with other series’, males with 
pancreatic carcinoma outnumbered females 
13 to 5. The average age was somewhat 
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higher than usual‘) — 64.7 years — with a 
range of 47 to 83 years. Contrary to other 
reports, there was a predominance of 
Negro patients. The ratio of 3.5 to 1 (14 
Negroes and 4 whites) is somewhat higher 
than the proportion of Negro to white ad- 
missions. 
Symptoms 

Ten patients (56 per cent) were admitted 
with a chief complaint of jaundice or its ac- 
companying manifestations, and 4 others (a 
total of 79 per cent) had icteric symptoms. 
In contradistinction to the old concept of 
“painless jaundice’’™**’, pain was present in 
13 cases (72 per cent) and was the predomi- 
nant symptom in 8 patients (44 per cent). 
The pain was usually described as upper ab- 
dominal, but radiated to the back in several 
cases, 

In 10 cases loss of weight was reported, 
one man having lost 87 pounds over a period 
of one year. Two patients stated that they 
had not lost weight, while this symptom was 
not mentioned in the other records. 

Eight patients complained of nausea or 
vomiting, while 6 others had anorexia. Diar- 
rhea was reported in 4 cases: and 1 patient 
presented a history of hematemesis, melena, 
and an abdominal mass. 

Patients with cancer of the pancreas seek 
medical aid somewhat earlier than they did 
a few years ago'”’. In this group of patients, 
the average duration of symptoms prior to 
admission was three and one-half months. 
Icteric patients came to the hospital on an 
average of six weeks following the onset of 
jaundice. One patient was admitted two days 
after noting yellow sclerae, while a nonic- 
teric patient waited 12 months before re- 
porting to the hospital for treatment. 


Physical Findings 

Jaundice, palpable upper abdominal mass, 
and evidence of weight loss are the most com- 
mon physical findings in carcinoma of the 
pancreas. On examination, 16 patients (90 
per cent) were found to be icteric. In other 
series, jaundice has been reported in 80 to 
85 per cent of the cases. 

Palpation of the abdomen frequently is 
suggestive of a distended gallbladder or 
hepatomegaly. These findings are not always 
confirmed at exploration or autopsy, how- 
ever. In all our cases, the gallbladder, the 
liver, or both were reported palpable by one 
or more observers. The primary tumor is 
rarely felt’. In the patient with gastroin- 
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Table 1 
Cases in Which Palliative Procedures Were Performed for Carcinoma of the Pancreas 
Duration of 
Age Symptoms 
Sez Prior to Operation 
Case Race Operation Pathology Type and Date RESULT 
R.E. 80 5-4% (months) Massive carcinoma of the head Cholecystogastrostomy Relief of pain and jaundice. Pa- 
508781 Female of the pancreas with metas- 5/25/48 tient expired with carcinoma 
Negro tasis to nodes after 5h months, (Nov, 1948) 
M.H. 7 2 (months) Adenocarcinoma of the head Cholecystojejunostomy No relief of symptoms. Death 
503870 Female of the pancreas with metastasis and jejunojejunostomy from carcinoma after 7 weeks. 
egro to nodes 1/28/48 (8/21/48) 
72 8-1/4 (months) Adenocarcinoma of the head of Cholecystojejunostomy, Jaundice relieved but course 
509641 Male the pancreas with metastasis to jejunojejunostomy, downhill until death after 1 
Negro liver iver biopsy 6/22/48 month. (7/22/48) 
R.H. 54 8-3/4 (months) Carcinoma of the head of the Cholecystojejunostomy Symptomatic relief. Death after 
510138 Female pancreas with metastasis to jejunojejunostomy 242 months. (9/7/48) 
Negro nodes 6/29/48 
sR. 58 6 (menths) Adenocarcinoma of the head of Cholecystojejunostomy No relief of symptoms. Death 
510589 = Male the pancreas with metastasis to jejunojejunostomy after 8 weeks. (7/12/48) 
Negro liver 6/29/48 
D.D. 67 4 (munths) Mucinous adenocarcinoma of Exploratory laparotomy Death from carcinomatosis after 
535199 Male the head of the pancreas with biopsy of pancreas 2 months. (12/19/69) 
Negro extension to duodenum and re- 10/19/49 
troperitoneal structures metas- 
tasis to nodes, & peritoneal 
seeding 
M.P. 68 8-1/4 (months) Andenocarcinoma of the head Exploratory laparotomy Death from metastatic carcin- 
537098 Female of the pancreas with extension Biopsy of pancreas oma after 11 months, (11/8/50) 
White to aorta 12/8/49 N lief 
G.L. 65 8-8/4 (months) Carcinoma of the head of the Choledochoduodenostomy No relief of symptoms, Death 
580351 Male pancreas with extension to por- 1/18/50 after 17 days. (2/4/50) 
Negro tal vein; stone in cystic duct, 
&. W. 74 1-% (months) Cazcinoma of the head of the Cholecystojejvnostomy Jaundice unchanged. Death 
541028 Female pancreas with extension to Jejunojejunostomy ter 14 days. (8/11/50) 
Negro vena cava 2/25/50 
J.B. 49 1-% (months) Anaplastic carcinoma of the Cholecystojejunostomy Jaundice disappeared. Patient 
50-1868 =Male head and body of the pancreas Jejunojejunostomy gained weight. Expired with 
Negro with extension to vena cava Biopsy of pancreas carcinoma after 9% months, 
and aorta and nodes 4/20/50 (2/1/51) 
D.M. 67 4 (months Adenocarcinoma Cholecystojejunostowy Jaundice diminished; but pa- 
51-28039 Male of with Liver biopsy tient expired after weeks, 
Negro to liver 7/41/51 (8/2/51) 
AS. 88 12 (months) Carcinoma of the head of the Cholecystojejunostomy No relief of symptoms. Death 
51-80976 =Male pancreas with extension to su- Gastrojejunostomy after 8 months. (11/20/51) 
Negro perior mesenteric vein 0/26/51 


testinal hemorrhage, the tumor mass was 
easily palpated and measured 13 by 14 cm. 


Laboratory Findings 


Ninety per cent of the patients presented 
laboratory evidence of obstructive jaundice. 
Their icteric indices varied from 32 to 288. 

Anemia (hemoglobin less than 11.0 Gm.) 
was present in 11 cases. The man with gas- 
trointestinal bleeding had only 5.0 Gm. of 
hemoglobin on admission. 

Most observers believe that the presence 
of diabetes and carcinoma of the pancreas 
is coincidental, but Brunschwig" has stated 
that diabetes may result from progressive 
destruction of the pancreas by carcinoma in 
rare instances. Three of our patients had 
proven diabetes mellitus. 

Roentgen examination of the gastrointes- 
tinal tract is frequently helpful in diagnosing 
carcinoma of the head of the pancreas, Gas- 
trointestinal roentgenograms were obtained 
in 16 of our cases. Eight of these showed 
suspicious changes such as enlarged duodenal 
loops and pressure defects. 


Pathology 

Most pancreatic neoplasms originate in 
the head", Seventeen patients in this group 
were found to have carcinoma of the head of 
the pancreas. In one case there was a car- 
cinoma of the lower end of the common duct 
which protruded through the ampulla. 

The histologic types of pancreatic carcin- 
oma vary, but the majority arise from the 
ductal system"). In this series, 11 tumors 
were reported as ductal adenocarcinoma, one 
of which was mucinous in type. Anaplastic 
carcinoma was disclosed by the histologic 
examination in 1 case, while the microscopic 
type was not determined in the others. 

These neoplasms metastasize rather early, 
and the spread may be lymphogenous, hem- 
atogenous, or by direct extension"), Hepatic 
metastases were present in 3 cases and large 
retroperitoneal nodes in 5 cases. One pa- 
tient had diffuse peritoneal seeding. In 6 
patients there was extension to adjacent or- 
gans or blood vessels. In 5 cases there was 
no evidence of extension or metastasis. 

Cholelithiasis was found in 2 cases, and a 
duodenal! ulcer was present in 1. 
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Duration of 
Prior to 
Operation 
8 (months) 


18 (months) 


Table 2 
Cases in Which Radical Pancreaticoduodenectomy Was Performed 


Analysis 


Pathology 
Adenocarcinoma of 
the head of the pan- 
creas, Duodenal 
ulcer. 


Adenocarcinoma of 
the head of the pan- 
creas with metasta- 
sis to one node. 
Cholecystitis and 
Cholelithiasis. 
Adenocarcinoma of 
the head of the pan- 
creas. No metastatic 
nodes. 


Adenocarcinoma of 
ampulla of Vater, No 
metastasis. 


Mucinous adenocar 
cinoma of pancreas 
with infiltration of 
the duodenum and 
attachment to su- 
perior mesenteric ar- 
tery. 

Well differentiated 
ductal adenocarcin- 


Operation 
Tupe and Date 
One-stage: 8/20/49 
Pancreaticoduodenectomy, 
gastroenterostomy, end-to-side: 
choledochojejunostomy, pancrea- 
tojejunostomy. 


One-stage: 5/16/50 
Pancreaticoduodenectomy, 
gastroenterostomy, end-to-side: 
choledochojejunostomy, pancre- 
atojejunostomy, cholecystec- 
tomy. 

Two-stage: 

First stage: 6/5/50 
Cholecystojejunostomy and 
Enteroenterostomy. 

Second stage: 7/22/50 

Total pancreatectomy, 
duodenectomy, splenectomy, 
cholecystectomy, choledocho- 
jejunostomy, gastroenterostomy 
One-stage: 2/15/51 
Pancreaticoduodenectomy, 
gastroenterostomy. end-to-side; 
choledochojejunostomy, closure 
of pancreas. 

One-stage: 8/15/51 
Pancreaticoduodenectomy, 
astroenterostomy, choledocho 
(Roux-Y), closure 
of Pancreas. 


One-stage :11 /15/51 
Pancreaticoduodenectomy 
(head, body & most of tail re- 
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Result 


Patient asymptomatic for 4 
months; ascites and jaundice 
developed, and patient died 
with carcinomatosis after 6% 
months (3/6/50) 


Patient asymptomatic for 5 
months; then pain and melena 
developed, and patient died af- 
ter 6 months. (11/18/50) 


Metabolic disturbances which 
would not respond to therapy; 
patient died in coma on thi 
postoperative day. 


Patient living and working af- 
ter operation. No evidence of 
disease. 


Patient died on second post- 
operative day with infarction of 
intestine. 


Patient living 8 months post- 
operatively with no evidence of 
disease. 


Negro oma of head of pan- 


creas. No metastasis. 


Surgical Procedures 

Exploration was done in all 18 cases. 
Twelve tumors were considered nonresect- 
able (table 1). In 10 of these, palliative an- 
astomosis of the biliary tract to the gastro- 
intestinal tract was performed to relieve 
jaundice. Gastrojejunostomy was also done 
to relieve duodenal obstruction in 1 case. Bi- 
opsy only was done in the 2 nonicteric pa- 
tients. No pancreatojejunostomies® were 
done. 


Three of the 12 nonresectable cases were 
considered so because of extensive nodal in- 
volvement. Palliative procedures were done 
in 3 other cases because of hepatic metasta- 
ses. Resection was not done in single cases, 
because of extension to the aorta, the vena 
‘ava, the portal vein, the superior mes- 
enteric vein, and the vena cava and aorta, re- 
spectively, and in one because of extension 
to the duodenum, nodal involvement, and 
peritoneal seeding. 

Radical pancreaticoduodenectomy was per- 
formed in 6 cases (table 2). One-stage pro- 
cedures were performed in all but 1 case. 
A preliminary cholecystojejunostomy and 
enteroenterostomy was done because of this 
patient’s poor condition. 


In 5 cases the tumor was considered po- 


moved), gastroenterostomy, end 
to side; choledochojejunostomy. 


tentially curable. In 1 case resection was un- 
dertaken because of massive gastrointestinal 
bleeding due to invasion of the duodenum. 
Toward the end of the procedure, neoplasm 
in the uncinate process was found to be 
densely adherent to the superior mesenteric 
artery. This vessel was traumatized in try- 
ing to dissect it away from the carcinoma. 

One total pancreatectomy was performed, 
and a profound metabolic disturbance de- 
veloped. In a subsequent case the splenic 
vessels were carefully dissected away from 
the pancreas and a very small segment of 
the pancreatic tail was left. Multiple sections 
through the body and tail showed no sign 
of retrograde extension of this carcinoma in 
the pancreatic ducts. 


Results 

In the 12 cases in which palliative proced- 
ures were performed there was no operative 
mortality or serious complications. Five pa- 
tients reported symptomatic relief, while 7 
(2 nonicteric) showed no subjective improve- 
ment. The course of the disease was ap- 
parently unchecked. One patient lived only 2 
weeks, and another, without jaundice, lived 
11 months. The average duration of life fol- 
lowing surgery was only 3.2 months. Sur- 
vival following onset of symptoms varied 
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from 2 to 15 months, with an average of 7.2 
months. Apparently all the deaths were due 
to carcinoma. 

Two of 6 patients who underwent radical 
pancreaticoduodenectomy died in the early 
postoperative period, for an operative mor- 
tality of 33 per cent. 

The patient who underwent total pancre- 
atectomy experienced a terrific metabolic dis- 
turbance, but the exact cause of death was 
not determined. The tumor was about 8 cm. 
in diameter, and her liver was small] despite 
a 4 plus flocculation test preoperatively. Her 
blood pressure was maintained at or above 
110 systolic, 80 diastolic throughout the op- 
eration. After the operation glycosuria and 
hyperglycemia developed (422 mg. per 100 
ec.). She had no ketonuria but her carbon di- 
oxide combining power was 26 volumes per 
cent. This was brought up to 46 volumes per 
cent, but her blood sugar rose steadily to 650 
mg. per 100 cc. Her blood pressure was main- 
tained. Despite the administration of insu- 
lin, electrolytes, blood and oxygen, she be- 
‘ame comatose on the second postoperative 
day and expired. An autopsy was not done. 

The other death was due to infarction of 
the intestine on the second postoperative day. 
This resection was performed as a _ heroic 
measure to try to prolong life in a case of 
far advanced tumor. 

Two patients died of their disease six 
months after undergoing radical resection. 
One of these had an uneventful postoperative 
course and became asymptomatic. His jaun- 
dice disappeared, and he gained weight and 
resumed normal eating habits. Five and one- 
half months after surgery he was readmitted 
because of pain and melena, and was found 
to have generalized abdominal metastases. 
He expired three weeks later. 

Azotemia and hypochloremia developed 
in the other patient postoperatively, but re- 
sponded to therapy. The jaundice disap- 
peared, he gained weight, and had no pain 
for four and one-half months. Then his pain 
and jaundice recurred and he died of ab- 
dominal carcinomatosis six and one-half 
months after the operation. 

Two patients are still living. The patient 
who underwent a resection for ampullary 
carcinoma had an uneventful postoperative 
course and has no evidence of disease more 
than one year following the operation. He 
has regained his lost weight, is asympto- 
matic, and has returned to work as a timber 
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cutter. The patient in whom nearly all of 
the pancreas was removed is apparently free 
of disease three months postoperatively. He 
had a transitory postoperative hyperglyce- 
mia (181 mg. per 100 ce.), but had no sugar 
or acetone in his urine. He had diarrhea for 
several days and considerable drainage 
from the left upper quadrant. The drainage 
stopped and his jaundice disappeared. He 
has gained weight, tolerates his food well, 
and shows no evidence of recurrence, 


Summary and Conclusions 

The results of operative treatment of pan- 
creatic carcinoma in a large charity hospital 
are reviewed. Only 2 of 18 patients are liv- 
ing, although the follow-up period has been 
relatively short. 

Despite these poor results | do not feel 
that radical surgery for pancreatic carcin- 
oma should be discontinued. In the cases ob- 
served, palliation has been good following 
pancreaticoduodenectomy. Following this 
procedure patients resumed normal eating 
habits, gained weight, and became nonicteric 
and free of pain, 

Preservation of a small segment of the pan- 
creatic tail is suggested to modify the meta- 
bolic changes following total pancreatectomy. 


Addendum 


The 2 surviving patients were living and appar- 
ently free of recurrence when last seen 12 and 26 
months postoperatively. 
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SELF-ADMINISTRATION OF 
MERCURIAL DIURETICS 


JOSEPH 8S. BOWER, M.D. 
PINK HILL 


This paper is concerned with the self-ad- 
ministration of mercurial diuretics, with 
special reference to several cases that were 
successfully treated in this manner. The de- 
cision to use this method of administration 

‘as based on the accumulation of a number 
of patients with cardiac disease who re- 
quired frequent and regular injections to 
maintain compensation and an ambulatory 
status. 

The usefulness of mercurial diuretics in 
the treatment of edema due to myocardial in- 
sufficiency, hypoproteinemia, nephrosis, and 
cirrhosis of the liver has been generally es- 
tablished and widely recognized. If properly 
used, these drugs are life-saving and con- 
stitute the most potent and rapid sodium- 
eliminating drugs that we have. The mode 
of administration has shifted from the in- 
travenous to the intramuscular, and recently 
to the subcutaneous. In the future the oral 
method may supplant the parenteral method 
entirely, or markedly decrease the number 
of parenteral injections. There is a good pos- 
sibility that in the future the subcutaneous 
injection of the mercurial diuretics will 
more and more become the responsibility of 
the patients in cases requiring frequent in- 
jections. 

Review of the Literature 

In 1949 Stanley") made an analysis of 27 
reported fatalities following the injection of 
a mercurial diuretic. In 26 of these cases the 
mode of administration was intravenous. 
In 4 cases death occurred in persons who had 
never before received mercurial diuretics. 
In 24 instances the reaction immediately fol- 
lowing the administration of the drug was ac- 
companied by signs or symptoms referable 
to abnormal heart action. Stanley thought 
that the sudden death following the use of 
mercurial diuretics was due to rhythmic dis- 
turbances of the heart, such as ventricular 
tachycardia, ventricular flutter, or ventricu- 
lar fibrillation. He suggested that the intra- 
venous route of administration be omitted 
when satisfactory diuresis could be obtained 
by other routes and that the smallest dose of 
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a mercurial diuretic which would produce 
the desired response was the dose of choice. 

Feinberg’) reported that Thiomerin was 
superior to other mercurial diuretics in that: 
(1) there was no apparent toxicity; (2) it 
was virtually painless when given subcutan- 
eously; (3) it was as effective as or more ef- 
fective than other mercurial diuretics; (4) 
it could be administered by the patient under 
a physician’s direction. 

Ruskin reported that Thiomerin has been 
shown to be much lower in toxicity from the 
‘ardiac standpoint than any of the other 
mercurial diuretics in present use. Thiomerin 
in intracutaneous tests in 53 human subjects 
‘aused much slighter and more transitory re- 
actions than Mercuhydrin and other mer- 
curial diuretics. 

Gold stated that many patients would be 
able to control edema if taught to administer 
the mercurial diuretics to themselves with 
their weight as a guide, a situation parallel- 
ing that in diabetes mellitus. 

Enselberg gave 3,314 injections of Thio- 
merin to 205 patients. Of these, 20 received 
55 or more injections, and 3 received more 
than 100 injections. All but 14 were sub- 
cutaneous injections. He stated that Thio- 
merin was a safe and efficient diuretic and 
that if further observation warranted, the 
ultimate value of this drug would be soon 
realized—that is, the administration in the 
home by a member of the family or by the 
patient himself. 

In May, 1951, Krehbiel” reported 1,425 
self-administered subcutaneous injections of 
Thiomerin by 71 ambulatory patients with 
cardiac disease during a five-month period. 
In most patients and after most injections 
there was no untoward reaction of any kind. 
Rarely a patient reported a transient discom- 
fort locally, and occasionally a patient re- 
ported a nodule formed at the site. These 
nodules were not serious enough to warrant 
discontinuing the drug. In 1,425 self-admin- 
istered injections, there were only 5 local in- 
fections, and of these 5 cases small necrosis 
of the skin occurred in 3. 

In December, 1951, Pollock and Gillespie’ 
reported the successful use of self-adminis- 
tered Thiomerin in 12 patients over a period 
of 8 months. Their results confirmed the re- 
port of Krehbiel and suggested the desira- 
bility of widespread adoption of this method 
of treatment. 
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Report of Cases 

Ten patients were treated with Thiomerin 
on an out-patient basis for a period of 18 
months, the Thiomerin being self-adminis- 
tered. The results have been very satisfac- 
tory. There were no reactions, no nodules, 
and no infections. No marked electrolyte im- 
balance was observed. 

The patients who required frequent injec- 
tions were of three types: (1) those who had 
such poor cardiac reserve that even with 
optimum therapy they required frequent in- 
jections of mercurial diuretics; (2) those 
whose intelligence was so low that they could 
not follow a low sodium regimen; (3) those 
who were negligent and would not conscien- 
tiously follow the regimen of diet, restricted 
activity, and so forth. 

It was impossible for some of these pa- 
tients to come to the office as often as neces- 
sary. The expense of frequent visits as well 
as the time consumed prevented these people 
from coming to the office two and three 
times a week. In general, it required three 
office visits to teach the patients how to give 
the injections. These 10 patients got along 
better and were better compensated than 
had been possible prior to the initiation of 
this method. 

In addition to the self-administered mer- 
curial diuretics, the patients were on a reg- 
imen of restricted activity, salt free diet, oc- 
casional periods of exchange resins, maxi- 
mum tolerated doses of digitalis, occasional 
acidification of urine with ammonium chlo- 
ride, and treatment, when indicated, of ane- 
mia, urinary tract infections, and any other 
concomitant conditions. 


Comment 

The use of mercurial diuretics has poten- 
tial dangers in respect to electrolyte imbal- 
ance. The diuresis is apparently the result 
of decreased tubular reabsorption of certain 
electrolytes”. 

In the treatment of the patient with edema 
the more physiologic one can keep the treat- 
ment, the more satisfactory it will be. The 
diuresis effected by rest and digitalis is phys- 
iologic, and there is no real net loss of elec- 
trolytes from the body’. Unphysiologie 
water and electrolyte losses occur to some 
degree in one half of the patients who are 
treated with mercury’. Restriction of di- 
etary sodium is universally used in treat- 
ing the edematous patient or in preventing 
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edema. The possibility of producing salt-de- 
pletion should be remembered. The symp- 
toms of this condition are fatigue, lethargy, 
headache, asthenia, muscle weakness, and 
threatened syncope’. There is a low inci- 
dence of the salt depletion syndrome in pa- 
tients on low sodium diets, owing to the dif- 
ficulty of adhering to such a diet. The re- 
duction of daily dietary salt intake to 1 Gm. 
or less is difficult. That this diet is unsavory 
accounts for the absence of more serious 
consequences’, 

Patients receiving mercurial diuretics re- 
act in several ways: (1) They may lose so- 
dium and other electrolytes isotonic with the 
serum, or sodium and chloride per liter 
equivalent to the amount of these ions in a 
liter of plasma; (2) they may lose extraor- 
dinary amounts of chloride; (3) they may 
lose extraordinary amounts of potassium; 
(4) they may lose extraordinary amounts of 
sodium in proportion to chloride, 

In the first instance, diuresis is physiologic 
and ideal. In the second instance, diuresis 
results in hypochloremic alkalosis. In the 
third instance, chloride depletion is associ- 
ated with loss of intracellular fluid and po- 
tassium; and the potassium deficit may lead 
to death. In the fourth instance, the result 
is the salt depletion syndrome. 

When hypochloremic alkalosis occurs, 
there is unresponsiveness to the diuretics. 
When the patient becomes refractory and no 
longer obtains diuresis with administration, 
the drug is contraindicated’. Repair of the 
chloride deficit with ammonium chloride or 
hydrochloric acid will restore mercurial re- 
sponsiveness'’, In severe alkalosis tetany as- 
sociated with hypocalcemia and carpopedal 
spasm may occur. Treatment of the tetany 
is oral calcium lactate or calcium gluconate 
given intravenously. Bland states that the 
enteric coated tablets of ammonium chlo- 
ride have no merit and are dangerous in 
treating metabolic alkalosis because of the 
delay in raising the blood chloride. If oral 
medication cannot be given, a 2 per cent so- 
lution of ammonium chloride may be given 
intravenously. If potassium deficiency oc- 
curs, the symptoms of weakness and lethargy 
may simulate the salt depletion syndrome. 
The potassium deficiency can be readily rec- 
ognized by specific electrocardiographic 
changes and corrected by potassium given 
orally or intravenously. Replacement of salt 
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and water will usually correct the salt de- 
pletion syndrome’, 
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AZYGOS LOBE AS A DIAGNOSTIC 
PROBLEM 


With Report of a Case 


H. H. BRADSHAW, M.D. 
and 
D. E. WARD, JR., M.D.* 
WINSTON-SALEM 


The occurrence of an azygos lobe in the 
right lung is an interesting anomaly. The 
azygos lobe is a small accessory lobe, pyrami- 
dal in form, which makes its appearance on 
the lower part of the mediastinal surface of 
the right upper lobe of the lung. In certain 
cases the azygos vein is enclosed within a 
fold of pleura, and is sunk so deeply in the 
pulmonary substance of the right lung that 
it marks off a small accessory lobe. In the 
early development of the fetus, the azygos 
vein lies over the right upper lobe outside 
the parietal pleura. Later it shifts its posi- 
tion so that, in adults, it lies entirely within 
the mediastinum. It travels cephalad in the 
right posterior portion of the chest, lying 
anteriorly to the inner surface of the rib and 
posteriorly to the parietal pleura. It ascends 
to about the level of the fifth rib and then 
curves anteriorly to join the superior vena 
cava just before that vessel enters the right 
auricle. 

If the vein should fail to shift in position, 
it must run forward and medially to reach 
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the vena cava. It then makes a deep cleft in 
the upper lobe, drawing down a double fold 
of both parietal and visceral pleura which is 
known as the azygos membrane. The part of 
the upper lobe split from the main portion 
is known as the azygos lobe". 

Attention was first directed to the acces- 
sory lobe of the azygos vein, or azygos lobe, 
by the anatomist Wrisberg in 1778”. Its 
classic roentgenographic appearance was 
first described in 1923 by Wessler and 
Jaches®’, In 1928, Bendick and Wessler) 
correlated the roentgenographic findings 
with necropsy study in 2 cases and reported 
the correct interpretation of the shadow. 

The frequency of an azygos lobe has been 
given as low as 0.07 per cent (6 in 8,000 ex- 
aminations) by Litten”’ to as high as 1.05 
per cent (1,575 in 150,000 photofluorograms) 
by Pendley’’, Minehart’ reported 13 in 10,- 
000 examinations or 0.13 per cent. Etter” 
found in a series of 50,006 consecutive 
roentgen examinations an incidence of 130 
(0.26 per cent) or 1 in 384 chest examina- 
tions. From these figures it will be seen that 
the occurence is infrequent. 

A case is reported in which the azygos lobe 
presented a difficult diagnostic problem. 


Case Report 

The patient was a 23 year old, single, white 
woman who two weeks prior to admission 
had a routine roentgen examination of the 
chest by a mobile x-ray unit. The roentgeno- 
gram revealed a “tumor” in the right upper 
portion of the chest. 

The patient had no symptoms. There was 
no dyspnea, chest pain, dysphagia, cough, 
sputum, hemoptysis, or weight loss. A pre- 
vious roentgenogram of the chest had been 
made five years ago and was “reported as 
negative.”” There was no history of upper res- 
piratory infections and no symptoms of hy- 
perthyroidism. 

Physical examination 

The patient was a well developed and well 
nourished young girl in good health. The 
blood pressure was 124 systolic, 70 diastolic. 
The physical examination was completely 
negative. The thyroid gland was not pal- 
pable. There were no palpable lymph nodes. 
The trachea was in the mid-line, and the 
chest expanded well on both sides. The lungs 
were clear to percussion and auscultation. 


Laboratory data 
The hemoglobin was 13 Gm., the red blood 
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Fig. 1. Roentgenogram showing anterior view of 
azygos lobe. 


cell count 4,400,000, the white blood cell 
count 12,000, with 58 per cent polymorpho- 
nuclars, 4 per cent eosinophils, 1 basophil, 
29 per cent lymphocytes, and 8 monocytes. 
The nonprotein nitrogen was 41 mg. per 100 
cc.; the fasting blood sugar was 108 mg. per 
100 cc. The Wassermann and Kahn tests 
were negative. Roentgen studies of the chest 
(figs. 1 and 2) showed the presence of a 
soft tissue mass measuring 5 cm. in diame- 
ter lying in the anterior part of the superior 
mediastinum to the right of the trachea. The 
mass was solitary and not lobulated. There 
were no other lesions of the hilum, lungs, or 
pleura. 
Course in hospital 

On March 5, 1952, under endotracheal cy- 
clopropane, oxygen, and Sodium Pentothal 
anesthesia, a right thoracotomy was done. 
Immediately, after the chest was opened, an 
azygos lobe was found lying anteriorly and 
medially to the right upper lobe and attached 
to the right upper lobe just below the azygos 
vein. No other masses were noted in the right 
upper lobe, mediastinum, or pleura. The azy- 
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Fig. 2. Lateral view of lobe. 


gos lobe was filled with air, and seemed to be 
functioning. The lobe was embryonal in type 
and light pink in color. The artery, vein, and 
bronchus at the root of the azygos lobe were 
individually isolated, ligated with no. 00 silk 
suture, and the azygos lobe was excised. 
Careful inspection of the entire right lung 
revealed no other abnormality of the lobes, 
fissures, or blood vessels. 

The patient received 800,000 units of pen- 
icillin daily and had an uneventful postop- 
erative course (fig. 3). She was discharged 
on the seventh postoperative day. 

Follow-up 

In March, 1953, the patient was working 

daily and had no complaints. 


Comment 

The pathologic report on the excised az- 
ygos lobe revealed pseudostratified ciliated 
columnar respiratory epithelium with under- 
lying fibrovascular and cartilaginous tissue 
containing bronchial glands. Vascular en- 
gorgement was noted, and dilated cystic 
tracts lined by pseudostratified ciliated col- 
umnar epithelium were present in the speci- 
men. 
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Roentgenogram taken one week after 


Fig. 3. 
operation. 


An azygos lobe may simulate several types 
of tumors which occur in this region and 
often presents a serious diagnostic problem; 
it has been confused with a mediastinal tu- 
mor, intrathoracic goiter, cysts of the lung, 
tumors of the thymus gland, or tumors of 
the right upper lobe of the lung. A thoraco- 
tomy is advisable because of the impossibil- 
ity of making a correct diagnosis otherwise. 
It is dangerous to diagnose an azygos lobe 
by x-ray alone, since it might represent a 
serious tumor. If an azygos lobe is found, 
it should be excised because of the possibility 
of complications. If one keeps in mind the 
occurrence of the azygos lobe in the right an- 
terior side of the chest, the preoperative di- 
agnosis of this lesion will be made more 
often. 


Summary 
A case report of an asymptomatic “tumor” 
occurring in the right anterior portion of the 
chest in a 23 year old white girl is presented, 
An azygos lobe was found and excised. 
The occurrence of an azygos lobe fre- 
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quently presents a rare and perplexing diag- 


nostic problem. 
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AVULSION INJURIES OF THE HAND 
Report of Two Cases 


PAUL MCBEE, M.D. 
and 
JOHN O. ALLEN, M.D. 
MARION 


In this machine age a great many hands 
are suddenly and severely injured. Since 
functioning hands are usually essential to 
earning a living, it is vitally important that 
as many as possible be restored to usefulness. 

This presentation is concerned with se- 
vere, avulsing injuries of the hand, with ex- 
posure of large numbers of tendons. These 
structures have relatively little blood supply 
of their own and cannot maintain themselves 
if left exposed. They will slough in an open 
wound. A graft over exposed tendons should 
have a blood supply sufficient to nourish not 
only itself, but the tendons as well. This is 
an emergency procedure. There is no time 
to develop pedicles such as we often prepare 
over a period of weeks. A graft of some mas- 
siveness is required. Comparatively few doc- 
tors realize how short a distance tendons 
travel with complete flexion and extension of 
the digits. Even with total loss of the ten- 
don sheaths, a thick pad of fat is often suf- 
ficiently mobile to allow a normal range of 
motion. The under portion of the graft ac- 
tually travels with the motions of the ten- 
dons. 

The following 2 cases illustrate the princi- 
ples involved in this type of surgery: 


Case Reports 
Case 1 
A man 40 years old was admitted to the 
Marion General Hospital November 2, 1951. 
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AVULSION INJURIES OF THE HAND 


DEFECT ON DORSUM OF HAND 


Figure 1. 


A few minutes before admission he had lost 
almost the entire dorsum of the right hand in 
a carding machine at one of the local textile 
mills. He had been healthy all his life and had 
worked at his job in this mill for the past 
16 years. He had never been severely injured 
before. Except for the hand injury, his phy- 
sical condition was good. Examination of 
the right hand showed loss of the skin and 
subcutaneous tissues over the entire dorsum 
of the hand, including the metacarpophalan- 
geal knuckles and the proximal half inch or 
so of all four fingers. All of the extensor 
tendons to the fingers were exposed, and 
their sheaths had been stripped away. One 
tendon was lacerated; the remainder were 
intact. A sterile dressing was applied and the 
patient was prepared for major surgery. 

Under general anesthesia the hand was 
carefully and thoroughly debrided. The ten- 
don which had been lacerated was sutured. 
The abdomen, which had been previously 
prepared, was painted and draped. A vertical 
incision about 4 inches long was begun just 
to the left of the ensiform and carried over 
the sheath of the left rectus muscle down 
to the navel. This incision was deepened to 
the sheath of the muscle. A tunnel large 
enough to contain the hand was formed lat- 
erally beneath the subcutaneous fat. Sep- 
arate stab incisions were made for the thumb 
and all four fingers. The hand was thrust into 
this tunnel with the thumb and fingers pro- 
truding from the incisions. The lateral bor- 
der of the vertical incision was sutured to 
the margin of the defect at the wrist. The 
thumb and fingers were sutured to the skin 
of the lateral abdominal wall with transfix- 
ion sutures of silk worm gut. 

On November 16, 1951, the bridges be- 
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MIDLINE INCI 
PORTION OF 


LATERAL BORDER 
SUTURED TO PROXIMAL 
DEFECT ON HAND 


FINGERS AND THUMB CROUGHT 
THROUGH STAB INCISIONS AND 
SUTURED TO ABDOMINAL WALL 


Figure 2. 


tween the stab incisions were divided and 
sutured to the margins of the defects in the 
proximal portions of the fingers. On Novem- 
ber 26, 1951, under general anesthesia an 
incision was made through the entire thick- 
ness of the graft over the thumb side of the 
defect on the dorsum of the hand. This side 
of the graft was sutured to the thumb side 
of the defect. The graft was now attached to 
the abdomen by a pedicle on the little finger 
side. 

On December 8, 1951, under local anes- 
thesia, the final pedicle of the graft on the 
little finger side of the hand was divided en- 
tirely. It was sutured to the lateral border of 
the defect on the dorsum of the hand. The 
graft was now supported entirely by the 
hand. 

The donor area upon the left upper por- 
tion of the abdomen was reduced by plas- 
tic closure during the various stages of the 
grafting to about one-third its original size. 
It was allowed to heal by granulation. The 
final scar was comparatively small. Split 
skin grafting of the donor area would have 
involved the “skinning” of some other part 
of the body. 

Final healing was rapid and the patient 
regained full motion of his fingers. He was 
given a light job in the mill on January 1, 
1952, and resumed his regular job on Feb- 
ruary 1, 1952. He has continued at his reg- 
ular job since that time. 

As one would expect, this man has a rather 
fat hand with a thick pad on the dorsum. 
There is full flexion and extension of the fin- 
gers as a unit, and the individual fingers 
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function apparently as well as they ever did. 
The pad of fat simply travels with the ten- 
dons, 

Figures 1 and 2 show the magnitude of the 
defect and the first stage of the repair. 


Case 2 


A young man 20 years old had the palm of 
his right hand almost completely torn out 
by a mercerizing machine at one of our local 
textile mills on January 1, 1953. He was ad- 
mitted to the Marion General Hospital about 
one hour after the injury. Examination 
showed that the superficial flexor group of 
tendons as well as the thenar group of mus- 
cles had been exposed. 


This patient was prepared for immediate 
surgery under general anesthesia. At opera- 
tion the hand was carefully debrided. With 
the patient lying upon his abdomen, two par- 
allel vertical incisions were made, about 4 
inches long and 4 inches apart just to the left 
of the mid-line of the small of the back. 
These incisions were carried down to the 
deep fascia, and the intervening tissue was 
undermined. A stab incision was made in 
the upper pedicle of this graft for the thumb. 
The patient’s hand was thrust under this 
bridge with the thumb protruding through 
the stab incision in the upper pedicle. The 
medial border of the graft was carefully su- 
tured to the margin of the defect at the 
wrist, The lateral border was sutured to the 
margin of the defect proximal to the fingers. 
The little finger and the thumb were sutured 
with transfixion sutures of silk worm gut to 
the skin of the back. 

On January 16, 1953, the inferior pedicle 
of the graft was cut entirely across. It was 
sutured to the little finger side of the defect 
in the palm. On January 30, 1953, the su- 
perior pedicle of the graft was cut entirely 
across. It was sutured to the thumb side of 
the defect. The graft was now supported en- 
tirely by the hand. The transfixion sutures 
to the thumb and little finger were cut. By 
plastic closure the defect on the back was re- 
duced to about one-third its original size and 
allowed to heal by granulation. 

On February 15, 1953, six weeks follow- 
ing the injury, this young man returned to 
work with his graft nicely healed and his 
hand restored to complete usefulness. 


Comment 


Pedicled grafts containing full thickness 
skin together with a pad of fat wear a great 
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deal better than split grafts. In this case the 
thickness of the graft closely approximated 
the thickness of the palm which had been 
lost. The skin from the small of the back 
closely approximated the thickness of the 
skin of the palm. This graft also carried its 
own blood supply for the nourishment and 
protection of the exposed tendons and mus- 
cles in the palm. It is sufficiently mobile to 
allow complete flexion and extension of the 
digits and all normal motions of the hand. 

This procedure is major plastic surgery 
and is not to be undertaken lightly. It is not 
the proper way to repair defects in which 
simpler methods of grafting would suffice. 
Considerable knowledge and judgment is re- 
quired in the planning of these immediate 
massive grafts. A patient who has had his 
hand sewed to his abdomen, back, or thigh 
for three or four weeks is apt to be more 
than a little disappointed if the final result 
is not satisfactory. 


THE COOPERATIVE ROLE OF THE 
DOCTOR AND THE MINISTER 


CLIFFORD H. PEACE* 
WINSTON-SALEM 


Sometime ago a writer of considerable note 
was talking with friends who worked in the 
laboratories of the Massachusetts Institute 
of Technology. Their subject was the atom. 
The writer, who was a trained reporter, 
stopped talking and started listening — as 
well he might. Because soon one of the scien- 
tist said: “Atoms never roam around alone; 
they are always joined to other atoms.’’ Then 
another distinguished Tech scientist added: 
“If you want to get a hydrogen atom away 
from an oxygen atom you have to induce it 
to join itself to something else. They are in- 
curable joiners; and their capacity to join 
is called their valence.” 

Valence, I have learned, is the degree of 
combining power which an element possesses. 
That which is capable of uniting with only 
one thing is said to be “univalent’”; that 
which has a valence of two, “bivalent.” 

It seems to me that the word “valence” is 
apropos at this point in two respects. In the 
first place, you are men of valence, or you 
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would not have joined yourselves together, 
for mutual strength and helpfulness, in this 
session of the North Carolina Academy of 
General Practice. In the second place, you 
are not only univalent—having the capacity 
to join forces with other doctors—but you 
are bivalent, in that you have invited a 
clergyman to speak on the subject of “The 
Cooperative Role of the Doctor and the Min- 
ister.” I am thoroughly delighted by this 
omen of closer cooperation between our pro- 
fessions, and with the honor which this op- 
portunity brings to me. 


The Common Task 


At the risk of triteness, let me attempt to 
reconstruct for you an all too familiar scene, 
for the purpose of directing attention to our 
common task. 

1. During World War II, approximately 
one fourth of all of the young men examined 
for military service were rejected. Nearly 
one half of these, or 1,800,000, were rejected 
for what the service called ‘emotional unfit- 
ness.” After the inductions, some 700,000 
more were released from service for the same 
cause, 

2. It has been estimated that one third of 
the American people are ill for one reason 
or another. It is general knowledge in our 
professions that from 50 to 90 per cent of 
all who are sick have no organic condition 
to justify the symptoms which they describe; 
but the person who thinks he is sick is quite 
as sick as the person who is organically ill. 
It is further pointed out that many organic 
illnesses stem from emotional conflicts and 
frustrations. Furthermore, many whose or- 
ganic illnesses did not originate in the emo- 
tions are adversely affected by their emo- 
tional state during illness. Some feel, as I do, 
that the emotional factor is to be reckoned 
with in all recoveries from all illnesses. 


3. There are in the United States approxi- 
mately 1,000,000 alcoholics, with some 3,000,- 
000 more who are described as “excessive 
drinkers’—meaning that we have 4,000,000 
people caught in the net of this dilemma, 
which, as you know, is but a symptom of a 
deep, unsolved emotional problem. 

4. It has been estimated that one sixth of 
the adult population of the nation is, or has 
been, divorced. Those who analyze the causes 
behind these failures in human relationships 
say that the leading cause is “emotional im- 
maturity.” 
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5. In 1950, there were in this country 
5,640,000 accidents, causing 66,300 deaths 
and costing $7,300,000,000. On the basis of 
research, one psychiatrist says that 80 to 90 
per cent of all accidents have an emotional 
rather than a physical cause. As you know, 
there are the so-called “accident repeaters,” 
who are emotionally ill people. Because of 
them, a minority of the people have a major- 
ity of our accidents. 

6. A survey made in the grammar schools 
of a given county in Kentucky within the last 
two years indicated that up to 18 per cent of 
all children studied were on the verge of 
emotional or mental breakdown. These chil- 
dren, of course, were reflecting the emotional 
instability of the adults in their lives. 

7. On the average, one out of every tenth 
family has, or has had, a patient in a psychia- 
tric indtitution. Our institutions are full of 
psychotic patients, and more would be there 
if there were room for them. 

8. There is an average of one suicide every 
10 minutes. In addition, each year there are 
about 100,000 attempts which do not succeed, 

9. In a national survey on insomnia some 
time ago, Mr. Gallup announced that 52 per 
cent of the nation was suffering from an in- 
ability to sleep. One prominent New York 
divine is going up and down the country com- 
plaining that the malady is so widespread 
and so severe that his audiences no longer 
fall asleep on him as they did only a few 
short years ago! 

However one interprets these appalling 
statistics, it seems to me that they add up to 
the fact that America is emotionally sick, 
to an alarming degree, Emotional illness is 
spiritual illness. It means sickness of soul. 

Increasingly ministers are preparing them- 
selves more effectively to assume a share of 
the responsibility for the care of these emo- 
tionally sick souls. That is inevitable, be- 
cause Jesus, in His original commission, com- 
manded His disciples to do two things: to 
preach the gospel and to heal the sick. By 
the sick He certainly must have meant those 
who are sick in mind, heart and soul as a 
result of being broken over the wheels of 
life. The emotionally whole minister, how- 
ever, does not feel this to be his private do- 
main. Rather he regards himself as a willing 
and cooperative member of a team commis- 
sioned with the responsibility of helping peo- 
ple get well and stay well. 

If the recounting of these well known facts 
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has served to bring us to the feeling that we 
have a common task, they will have served 
their purpose. Dr. Russell L. Dicks, who for 
many years has been chaplain to leading 
hospitals across the country, has this to say 
about our common task: 


“It is a safe estimate that some 50 to 75 per cent 
of the work of doctors and the chaplains overlap. 
That is to say, a patient would be equally helped 
by either a doctor or pastor, granted good nursing 
care: for both the doctor and the pastor are dealing 
with spiritual problems; both serve the same heal- 
ing forces; both follow the same first principle of 
do no harm, for both know that if they can avoid 
doing harm most of their patients will get well. If 
they will co-operate, God working through nature 
will use them.” 

In speaking to fellow ministers about their 
cooperative role with the doctor, he further 
says: 

“It is a demonstrated and well recognized fact 
that the physician welcomes us as allies when we 
work along sound lines; when we co-operate with 
him and do not work independently of him; when 
we are interested in the patient as an idividual, and 
not in the number of people we can get to agree to 
a prescribed formula which we interpret as mean- 
ing salvation regardless of the patient’s mental 
attitude.” 

Why the Lack of Cooperation Between 

Doctor and Minister? 

In the face of the massive accumulation 
of evidence of the need, and in the face of the 
evidence of the common task, it would seem 
that ministers and doctors everywhere would 
be working together to meet the needs of al- 
most every patient. Yet you and I know that 
such is not the case. Why this lack of coopera- 
tion? 

1. Schools of medicine and of divinity, 
neither teach nor demonstrate this co-ordina- 
tion. As a result, both doctors and ministers 
come from school and begin the practice of 
their respective professions with no practical 
conception of the possibility of a doctor-min- 
ister team in helping the sick. 

2. This lack of interprofessional coopera- 
tion is due to lack of understanding and ap- 
preciation of that which is distinctive in each 
of the two professions. That is, too many min- 
isters are void of an appreciative understand- 
ing of the training which the doctor has and 
they do not have; of the skills which the doc- 
tor has and they do not have; and of the dis- 
tinctive function which the doctor has and 
they can never have. By the same token, I as- 
sume that there are doctors who have little 
appreciation of the minister’s training, skills, 
and distinctive contribution. In order for 
either to receive this appreciation from the 
other, both must first be able to give it. 
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3. The lack of cooperation may well spring 
also from a refusal to recognize the things 
which both of us know, the things which both 
of us do, and the goals which we hold in com- 
mon. Much of the psychologic knowledge ac- 
quired in recent years, and the age-old wis- 
dom about people are increasingly becoming 
the property of no one profession, but of 
many professions. It is as this common do- 
main is recognized and mutually used that 
the people who are most in need are going to 
be helped to the degree that it is possible for 
them to be helped. 

4. A fourth reason for a failure to coordi- 
nate the efforts of the minister and doctor 
is haste and neglect. Rollin J. Fairbanks, 
who as a minister on the staff of a hospital 
had worked for a long time in a close rela- 
tionship with doctors and knew both the 
method and advantage of doing so, says that 
one day he received a request for a pastoral 
call from a patient on the psychiatric ser- 
vice. Without making any preliminary in- 
quiries of the attending doctor, he went di- 
rectly to the room, where he found a middle- 
aged woman, seemingly in despair. He want- 
ed to be helpful to her. She asked: “Is it pos- 
sible to pray for something and get it?” In- 
stead of trying to learn what lay behind this 
earnest inquiry, he answered, “Yes, I be- 
lieve that is possible.’ She thanked him and 
indicated that, as far as she was concerned, 
the interview was over. Later in the day the 
assistant resident chided the minister for 
confirming the patient’s delusion. He ex- 
plained that the patient had wanted des- 
perately to be a grandmother, and had prayed 
fervently to have a grandchild. Her only 
daughter became pregnant, only to die in 
childbirth. This patient had assumed full 
responsibility for this death, on the grounds 
that she had prayed to become a grand- 
mother. Haste and neglect had caused a fail- 
ure to coordinate these two professional 
services, and the failure cost the patient 
precious progress, 

5. A fifth reason for the lack of coopera- 
tion between doctors and ministers is the 
unfortunate experiences that each may have 
encountered in attempts at cooperation. A 
patient came to a doctor complaining of many 
pains and deficiencies. Although the doctor 
suspected the presence of an emotional fac- 
tor, he gave the patient a most thorough ex- 
amination, to find no organic difficulties. 
Knowing something of her personal prob- 
lems, he let her talk about them for a few 
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minutes, and then explained that her pains 
were related to these emotional struggles. 
He then suggested that she talk to her min- 
ister about them. She asked in an astonished 
tone: “What could he do about it?’ Before 
leaving, however, she promised to go. Some 
weeks later, the patient came in again. The 
doctor asked about her visit to the minister. 
The patient said, “When I told him about my 
difficulties, he recommended that I go to a 
chiropractor!’ Experiences like that do not 
make for interprofessional cooperation. 


How Can the Cooperative Role of the 
Doctor and Minister Be Built? 

1. My first suggestion comes from F. J. 
Cerny, M.D. It is this: Let every seminary 
have a general practitioner and a psychia- 
trist as lecturers. Let every medical school 
have a minister, a priest, and a rabbi, if 
needs be, as lecturers on their staffs. It is 
altogether possible that the students would 
not appreciate the information for what it 
it worth at the time, but what subject has 
not suffered a similar fate? 

2. Since graduation is but the beginning 
of the broader process of learning, let min- 
isterial associations in each community in- 
vite doctors to speak to them on this coopera- 
tive roll. Also, let local medical associations 
invite ministers to speak on interprofessional 
cooperation. Let a priest, a rabbi and a min- 
ister outline the requirements of his faith in 
serious illness. What might not happen, in 
building better understanding and goodwill 
if the two associations had informal joint 
meetings once or twice each year? It would 
be an interesting experiment. 

3. Read the available books and magazines 
on this subject. For example, several books 
have been written jointly by Dr. Norman 
Vincent Peale the minister and Dr. Smiley 
Blanton the psychiatrist. The proprietor of 
a bookstore in Atlanta said recently that 
many of the doctors there were prescribing 
these books for some of their patients. There 
is also The Art of Ministering To the Sick 
by Richard C. Cabot, M.D., and Russell L. 
Dicks, B.D. There is the magazine, Pastoral 
Psychology, to which as many doctors as 
ministers contribute articles, and a recent 
copy of which was devoted excusively to this 
subject of doctor-minister cooperation. Then 
there is the magazine, Religion and Health, 
edited by Dr. Dicks, and published for the 
purpose of “bridging the gap between re- 
ligion and medicine.” 
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4. The ultimate goal of all these sugges- 
tions is, of course, the practice of coopera- 
tion. All are not equally trained in or cap- 
able of this cooperative role. The doctor can 
be helped in his quest for cooperation by 
knowing something about the history, doc- 
trine, and distinctive characteristics of the 
denomination of the minister with whom he 
would work. To help in securing this knowl- 
edge concisely, I suggest the book, Handbook 
of Denominations In the United States, by 
Frank S. Mead (Abingdon-Cokesbury 
Press). It gives information on 255 different 
denominations, 


What of the Minister’s Contribution 
to the Sick? 

1. One of the first contributions which the 
minister can make to the healing process is 
that of referring those who are suspected of 
needing medical service to the doctor of their 
choice. Often the minister who knows his 
people intimately is the first to recognize 
symptoms which only a doctor should diag- 
nose. It is the practice of most ministers to 
note these physical needs in children, adults, 
and the aged, and to attempt to get the ailing 
to proper medical care. 

2. A second contribution which the min- 
ister can make is to assist the patient in ac- 
cepting a distressing diagnosis. Often the 
conveying of this information to the other 
members of the family is as difficult as it 
is important. Some of you may have found 
that your time is saved, your work lightened, 
and the patient assisted by explaining the 
diagnosis to a minister who is well acquaint- 
ed with every member of the family and 
with the methods of conveying difficult news. 

3. The surgical operation provides another 
opportunity for the minister to contribute 
service to the patient. | have found that the 
period between the decision to operate and 
its performance is one of great loneliness and 
anxiety for the patient. Often there are 
things which he wishes to say. If he is at all 
religious, he is greatly comforted by a quiet 
and sincere prayer for the guidance and 
success of the surgeon, and for full recovery. 
Dr. Dicks has explained that to the surgeon, 
the operation may be a matter of technique, 
but to the patient it is an act of faith—faith 
in the surgeon, faith in the anesthetist, and 
faith in God to effect the healing. He says 
that in the Massachusetts General Hos- 
pital some years ago, a large group of the pa- 
tients facing surgery were asked calmly and 
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casually: ‘How do you feel about it?” About 
90 per cent of them talked about religion, 
saying in effect: “My confidence is in my 
surgeon and in God.” The fact that the sur- 
geon got in ahead of God may not be an oc- 
casion for vanity, but for the suggestion that 
the patient may have been more concerned 
about the surgeon’s part than he was about 
God’s part. 

4. A fourth time that the minister should 
be of distinct service is when a patient is 
facing the prospect of life with a handicap. 
Here the resources for victory are of the 
spirit, as they always are. Here the doctor 
may be as woefully inadequate as the min- 
ister would be in performing an amputation. 
Certainly it is more a problem for religion 
than for medicine. 

5. Another opportunity for the minister 
to be of service to the sick is a long conva- 
lescence. During this period many patients 
grow bitter, turn in upon themselves des- 
structively, and the springs of the spirit dry 
up. But loneliness may be turned, by loving 
and skilled help, into creative and socialized 
living. Again, the problem is religious 
rather than medical. 

6. The final opportunity for service is at 
the time of death. Only religion has anything 
to say to the person who is dying. Only re- 
ligion looks upon death as a beginning, not 
as an end; as an emancipation, not as an 
entombment, 

Increasingly I am convinced that dying 
people need a specialized pastoral care. It 
is sometimes true that doctors and ministers 
work at cross purposes in the care of the dy- 
ing, failing to supplement each other as well 
as they might. Pastors are sometimes pre- 
vented by the orders of the attending phy- 
sician from seeing the critically ill who 
need and long for their care. This is frus- 
trating to the minister, who recognizes that 
the physician is charged with the care of 
the dying person, but that he himself has a 
responsibility for the spiritual consolation 
and care of the dying. 

The minister also has a service to render to 
the family at the time of death. I shall always 
remember the skilled and effective care which 
our doctor gave my father in his closing days. 
But when the end came and the doctor, in 
good faith, attempted to explain the meaning 
of it all, he was not equally helpful. I have al- 
Ways wondered how it would have been if 
he had gone to the telephone, called our pas- 
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tor, and stood with him as he attempted to 
interpret this new and untried pain for us. 


Conclusion 


In South Dakota some years ago a small 
child was lost in the open country. The neigh- 
bors for miles around were summoned by 
the country telephone system. The mother 
was desperate with fear. It was near the 
end of the second day when one of the 
farmers said: “Everyone has been running 
first one way and then the other, and to no 
avail. Let’s all join hands and walk the 
prairie together. Then if the child is here, 
we’re sure to find her.” As they made their 
third sweep the child was sighted in a gully. 
She had fallen into it, striking her head a 
fatal blow upon a rock. 

The child was carried to its mother. In 
anguish her heart cried out: “Why didn’t 
you join hands sooner?” 

Let us ask ourselves that question before 
we have to attempt to answer it from the 
anguished lips of the bereaved. 


A STATISTICAL REPORT ON A SURVEY 
OF GLYCOSURIA IN THE SCHOOL 
CHILDREN IN WILMINGTON 


PAUL L. STUCK, M.D. 
WILMINGTON 


In the fall of 1947 I requested permission 
from the New Hanover County Medical So- 
ciety to conduct a diabetic survey of pre- 
school children in Wilmington. The Society, 
feeling that the project would stay within 
the limits of ethical principles, was kind 
enough to approve it. This paper is a report 
of the first five years of the surveys. 

Dr. W. B. Hunter, writing in the NORTH 
CAROLINA MEDICAL JOURNAL", justified pre- 
ventive diabetic clinics and stated that we 
are always concerned with the complications 
of diabetes, such as cataracts and retinal 
hemorrhages, as well as arteriosclerosis and 
tuberculosis. Dr. Priscilla White observed: 
“The survey which you plan to carry on in 
Wilmington is a very important one. It is our 
belief that early diagnosis of asymptomatic 
diabetes is of value and will tend to prevent 
vascular complications of this disease.”'* 

My plan was first to arrange with the 
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Parent-Teacher Association mothers who 
conduct the pre-school clinics to have urinal- 
yses done on the children attending the 
clinics, and later to enlarge the program to 
include all pre-school children. Accordingly 
in 1948 and 1949 I performed the examina- 
tions in my office. In 1950 I encouraged the 
P. T. A. mothers at the pre-school clinics to 
obtain the clinitest apparatus and, as many 
as possible, to perform the tests at the clinic. 
This later method of decentralizing the 
work will make it ultimately possible, I hope, 
for all pre-school children to be tested. For- 
tunately the clinics are held after lunch, 
thereby making it possible to bring out any 
latent tendency to glycosuria that might be 
present. 

Since the first series of examinations in 
1948 the local health department has been 
cooperating in the program and following 
all cases of giycosuria. From the beginning 
the survey was called the Junior Chamber of 
Commerce diabetic drive, so that it would not 
be misconstrued as a personal advertising 
campaign. When a specimen was found to be 
positive, the child’s parents were notified of 
the fact and advised to consult their private 
physician (both the child’s name and his 
parents’ name accompanied each specimen). 

In 1950, when the clinitest campaign was 
started, a special article on the program ap- 
peared in the weekly JayCee magazine and 
the Star-News carried a picture of the clini- 
test in action. This publicity helped to stimu- 
late interest in the project. 


Results 

In the spring of 1948, 210 specimens of 
urine were examined, with 1 strong and 9 
weak positive results. All of the parents con- 
cerned were notified. 

In 1949, 700 tests were done, with a total 
of 36 positive results. (My records fail to 
show which were mild and which were strong 
positives.) In each case the parents were not- 
ified of the findings. The Health Department 
took the names of the children whose tests 
were positive and from subsequent examina- 
tions found that all but 7 later gave negative 
results. These 7 were all persuaded to con- 
sult their family doctors. 

In 1950, as previously stated, the P.T.A. 
groups began conducting the clinitest. I met 
the president of the P.T.A., and together we 
outlined and mimeographed a program for 
each school. Unfortunately I was unable to 
obtain the report of tests made that year. 
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In 1951, roughly 500 children were tested, 
with 35 positive results. These were nar- 
rowed down by the Health Department to 3 
persistently positive reactions, of which 1 
proved to be a case of hitherto undisclosed 
diabetes. 

In 1952, 248 children were examined, with 
1 positive result. 

The recorded tests, to date, total 1,658, 
with 82 positive results, 11 persistent posi- 
tives, and 1 case diagnosed as diabetes. 
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PEYRONIE’S DISEASE 
ROBERT J. REEVES, M.D. 
DURHAM 


Indurated plaques of the penis were first 
described in 1743 by Peyronie, who was phy- 
sician to Louis XV. There are numerous re- 
ports in the literature describing the con- 
dition as fibrous cavernositis, plastic indura- 
tion, fibrous sclerosis, and primary indura- 
tive cavernositis. The induration usually con- 
sists of a firm mass or plaque appearing in 
the penis, apparently independent of pre- 
vious disease. Many theories have been given 
as to the cause, but the precise etiology is 
still unknown. 

The lesion may appear as a single or mul- 
tiple plaque, nodule or cord. The surface is 
smooth, with well defined margins. The le- 
sions are usually situated in the dorsum of 
the penis or in the median line, or laterally 
in ‘the carpus cavernosa. They may appear 
anywhere from the base of the glands to the 
base of the shaft. In one series, the lesion 
was in the anterior portion of the shaft in 10 
cases, in the mid-shaft in 27 cases, and in 
the base of the shaft in 14 cases. 

The induration consists of a dense con- 
nective tissue with a few small blood vessels. 
Schourup" finds frequent association of 
Dupuytren’s contracture of the hands. He 
reported cures in 25 per cent of his cases 
and improvement in 25 per cent. According 
to Soiland®’ there are two clinical types of 
lesions: “one involves the superficial tissues 
above the tunica albugines and is usually 
single in the midline of the dorsum of the 
penis; the other is deep in the tissues and af- 
fects the septum or the lateral portions of the 
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‘arpona cavernosa, where it is frequently bi- 
lateral.” The first type, being superficial, 
may be treated surgically, while the second 
type is preferably treated with radium. 


Symptoms 

The symptoms consist of painful erections 
and difficulty of intercourse. The process 
usually develops insidiously, slowly increas- 
ing in size. The penis angulates, the lesion 
being on the concave or inner side of the cur- 
vature. The lesion causes no urethral obstruc- 
tion and produces few symptoms except on 
erection, 


Treatment and Results 
Many types of treatment, including sur- 
gery have been indicated, but it would ap- 
pear that roentgen and radium therapy have 


been used with the best results. The process 
is treated as is any keloid, the more super- 
ficial plaques giving the best results. No 
treatment, however, has proved very effec- 
tive. In our group of 51 patients, 33. re- 
ceived radium, and 19 received roentgen 
therapy, including 1 who received both. It 
Was our opinion that x-ray probably pro- 
duced the best results. 

The location of the lesion seemed to make 
no difference in the results obtained. The 
lesion was located in the anterior portion of 
the shaft in 10 patients, in the midshaft in 
27 patients, and in the base or posterior por- 
tion of the shaft in 14 patients. In our group 
of 30 cases followed more than five years, 13 
(39 per cent) cleared up (table 2). In 6 cases 
(18 per cent) there was moderate improve- 
ment, and in 11 cases (33 per cent) there 
was no benefit from treatments. The dosage 
of radium averaged 500 gamma roentgens, 
with an average of 3 or 4 treatments over 
a six months’ interval. Those receiving roent- 
gen therapy were given 100 or 140 kilovolts 
and an average of 300 r, with an average of 
3 treatments over the same period. Great 
care must be exercised in not over treating 
the skin and producing telangiectasia which 
may not show up for many years, 
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Table 2 
Results in 30 Patients Followed Five Years 
Results 


Age Groups Symptoms 


(yea rs) 


6 months | 
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~ 
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Summary 
Peyronie’s disease is one chiefly of middle 
age and cases seen early seemed to respond 
better. In our series of cases more than 50 
per cent were benefited by irradiation. 
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KARLY NORTH CAROLINA MEDICINE 
Publications by North Carolina Physicians 
1797-1825 


DOROTHY LONG* 
CHAPEL HILL 


The following bibliography of papers by 
North Carolina doctors appearing in early 
medical journals is not an exhaustive list, 
but is composed of articles located in the 
journals available, either in the original or 
on microfilm, in the libraries of the universi- 
ties of North Carolina and Kentucky. The 
period covered is from the first appearance 
of the Medical Repository in 1797 through 
1825. No attempt at evaluation has been 
made, but a few short items, forming parts 
of longer discussions, have been omitted. 
Among these are several letters found in the 
Medical Repository. Three of the letters are 
by Armand J. DeRosset: the first, found in 
volume 4, pages 313-314, 1801, is an account 
of a case in which he had suggested the use 
of digitalis for the sick wife of another phy- 
sician; the second, also in volume 4, pages 
318-319, discusses an epidemic of yellow 
fever which had occurred in Wilmington dur- 
ing the previous year; the third, in volume 
5, pages 84-85, describes his use of datura 
stramonium in a case of mental confusion 
following prolonged intemperance. Another 


*Cataloger, Division of Health Affairs Library, University of 
North Carolina, North Carolina Memorial Hospital, Chapel Hill. 
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letter, by Dr. Calvin Jones, giving a descrip- 
tion of Dr. Wheaton’s method of making 
quicksilver ointment, appears in volume 11, 
page 310, 1808. 

Several papers by Dr. James Norcom, of 
Edenton, are included in the list, but an ear- 
lier publication, his graduation thesis, ante- 
dated all of his others. It was not available 
for inspection, but has been cataloged as 
follows: 

Norcom, James, 1778-1850. An inaugural 
thesis on jaundice, containing observations 
on the liver, and some of its diseases. Sub- 
mitted to the examination of the Rev. John 
Ewing, S. T. P., provost, the trustees and 
the medical faculty of the University of 
Pennsylvania; on the 6th day of June, 1799, 
for the degree of doctor of medicine, by 
James Nercom Philadelphia, Printed 
by James Carey, for Mathew Carey, 118 
Market Street [1799] 

The following are publications located in 
the journals inspected: 

Beckwith, John. Account of a fatal case of 
strictured rectum. By Dr. John Beckwith, 
of Salisbury, North Carolina, in a letter to 
Calvin Jones, M.D. of Raleigh, and communi- 
cated by this gentleman to the editors. Medi- 
cal Repository 20:180-186. 1819. 

Beckwith, John. A case of successful treat- 
ment of cataract and amaurosis on both 
eyes, by attempts of couching, and by the 
successive destruction and absorption of the 
crystalline lens. Communicated by John 
Beckwith, M.D. of Salibury, North Carolina, 
June 25, 1819. Medical Repository 20:311- 
315. 1819. 

Beckwith, John. A remarkable case of an 
abscess of the liver, discharged through the 
lungs; communicated by Dr. Jo. Beckwith, 
of Salisbury, N. Carolina, in a letter to Dr. 
Calvin Jones, of Raleigh, and by him to the 
editors, Feb. 17, 1817. Medical Repository 
20 :94-97. 1819. 

Buchanan, George. Speculations on the na- 
ture, etc., of haemoptysis. By Dr. George 
Buchanan, Wadesborough, Anderson county 
(N. C.), December 30, 1807. Philadelphia 
Medical Museum 5:111-113. 1808. 

DeRosset, Armand John, 2d. An account 


of the pestilential fever (bilious) which pre-’ 


vailed at Wilmington, North-Carolina, in 
1796; in a letter to Dr. Miller, by A. J. De- 
Rosset, M.D. Medical Repository 2:153-155. 
1799. 

Freeman, D. C. Case of anthrax, communi- 
cated by D. C. Freeman, M.D., of Windsor, 
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North Carolina. New York Medical and Phy- 
sical Journal 3 :252-253. 1824. 

Harris, Charles. Account of the successful 
extirpation of tumours from the neck, stated 
in a letter from Dr. Charles Harris to Dr. 
Calvin Jones; communicated by Dr. John C. 
Osborn to Dr. Miller. Medical Repository 11: 
246-249. 1808. 

Hill, John. Some observations on the yel- 
low fever, as it prevailed in Wilmington, 
North Carolina, in the autumn of 1821. By 
John Hill, M.D. American Medical Recorder 
5 :86-92. 1822. 

Jones, Calvin. Observations on American 
locusts, communicated in a letter to the ed- 
itor by Dr. Calvin Jones, of Raleigh, in 
North Carolina, August 25, 1806. Philadel- 
phia Medical and Physical Journal 3 (2d. 
supp., Ist section) :173-178. 1808. 

Jones Jesse F. Case of monstrosity, by Dr. 
Jesse F. Jones, of Martin county in North- 
Carolina. Medical Repository 8:259-261. 
1805. 

Newman, John. A case of recovery from 
the slipping of a leaden bullet into the tra- 
chea, and after the performance of tracheo- 
tomy. Dr. John Newman of Salisbury 
(North-Carolina) in a letter to Dr. Mitchill, 
Dec. 12, 1806. Medical Repository 10:250- 
253. 1807. 

Norcom, James. Case of pneumonia ty- 
phoides, with remarks. By James Norcom, 
M.D. of Edenton, North Carolina, in a letter 
to David Freeman, M.D. of New York. Com- 
municated by David Hosack, M.D. of New 
York. Eclectic Repertory 10:237-243. 1820. 

Norcom, James. An account of the malig- 
nant epidemic which has lately prevailed in 
the southern states. By Dr. J. Norcom, of 
Edenton, North Carolina. Communicated by 
Dr. D. Hosack of New York. Eclectic Rep- 
ertory 5:273-284. 1815. 

Norcom, James. Case of tetanus cured by 
tobacco enemata. Communicated for this 
journal, in a letter to Professor Coxe, by 
James Norcom, M.D. of North Carolina. 
Philadelphia Journal] of the Medical and Phy- 
sical Sciences 6:133-138. 1823. 

Norcom, James. Cases of varioloid disease. 
Communicated in a letter to Professor Coxe 
from James Norcom, M.D. Philadelphia 
Journal of the Medical and Physical Sciences 
4:130-133. 1822. 

Norcom, James. Observations on the fe- 
vers of North Carolina. By Dr. James Nor- 
com. Communicated to Dr. D. Hosack. Amer- 
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ican Medical and Philosophical Register 1: 
17-29. 1810. 

Norcom, James. Observations on the influ- 
enza as it appeared at Edenton, North Caro- 
lina, by Dr. Norcom, Philadelphia Medical 
Museum 5:118-119. 1808. 

Pillson, G. On the topography and diseases 
of Greeneville, on Tar-River (North-Caro- 
lina); communicated by Dr. G. Pillson, of 
that place, to the editors. Medical Repository 
5 :137-143. 1802. 

Pitt, Joseph. Observations on the country 
and diseases near Roanoke River, in the state 
of North-Carolina; communicated to the ed- 
itors by Dr. Joseph Pitt. Medical Repository 
11 2337-342, 1808. 

Sawyer, M. I. Account of an irregular re- 
mittent [fever] and diarrhoea. In a letter 
from Dr. Sawyer to Benjamin Rush, M.D. 
(Letter dated April 23, 1794, from Sawyer’s 
Ferry, N. C.) Philadelphia Medical Museum 
3:115-119. 1807. 

Skinner, Joseph C. Scirrhus tumour of the 
uterus. Communicated by Dr. Joseph C. 
Skinner, of Edenton, North Carolina, 


through Dr. Darrach. Philadelphia Journal 
of the Medical and Physical Sciences 10 :383- 


386. 1825. 

Strudwick, Edmund. Remarks on the 
stethoscope, in relation to phthisis pulmona- 
lis. By Edmund Strudwick, M. D. of North 
Carolina, late one of the resident students of 
the Philadelphia Alms House. Philadelphia 
Journal of the Medical and Physical Sciences 
8 :33-52. 1824. 

Williamson, Hugh. Of the soil and general 
state of health in different parts of North 
Carolina. Eclectic Repertory 3:1-16, 1813. 
(Extract from his history of North Caro- 
lina.) 

Williamson, Hugh. On the fascination of 
serpents. Medical Repository 10:341-348. 
1807. 

Williamson, Hugh. On the ill effects of 
blood letting in putrid bilious fevers and 
pneumonia typhoides as they appear in 
North Carolina. In a letter to Dr. Hosack, by 
Hugh Williamson, M.D., etc. Medical Reposi- 
tory 2:156-159. 1799. 

Williamson, Hugh. Remarks upon the in- 
correct manner in which iron rods are some- 
times set up for defending houses from light- 
ning. Communicated to the editors by Hugh 
Williamson, M.D., L.L.D., ete, ete. American 
Medical and Philosophical Register 1:7-12. 
1810. 


MEDICAL JOURNAL June, 1953 
A TRIBUTE TO 
DR. HUBERT ASHLEY ROYSTER 
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Medical Department at Raleigh 


JOHN A. FERRELL, M.D. 
RALEIGH 


An important chapter in the history of 
medicine in North Carolina deals with the 
Medical Department of the State University 
established at Raleigh in 1902. This depart- 
ment conducted courses through the third 
and fourth years of medicine from Septem- 
ber, 1902, to June, 1910. 

Negotiations regarding the establishment 
of the Medical Department at Raleigh began 
in 1899 between President Edwin A. Alder- 
man and Dr. Hubert A. Royster. The nego- 
tiations were continued by Dr. Francis P. 
Venable, who succeeded Dr. Alderman as 
president of the University. In January, 
1902, the trustees of the University approved 
the establishment of a Medical Department 
at Raleigh and authorized a committee of 
trustees consisting of Governor Charles B. 
Aycock, Mr. R. T. Gray and Dr. Richard H. 
Lewis to establish the Department. The Com- 
mittee at once appointed Dr. Hubert A. Roys- 
ter as dean, and authorized him to select a 
faculty, adopt a curriculum, and enroll stu- 
dents. 

The University provided no funds for sal- 
aries or buildings. The rent for quarters and 
the cost of equipment and other essential 
items were to be financed by student tuition 
fees, The enormous task of organizing the 
Department was successfully accomplished 
by Dr. Royster when he was only 30 years 
of age. Within a period of eight months plans 
were completed for receiving students in 
Raleigh in September, 1902. 

The faculty first consisted of five mem- 
bers. Additions were made from time to time 
until there were 16 teachers. 

The student body for the 1902 to 1910 
period consisted of 87 men, 76 of whom were 
graduated. Of the graduates, 65 had their 
first two years of medicine at Chapel Hill. 
For the first academic year at Raleigh, Sep- 
tember, 1902 to June, 1903, six students were 
enrolled. The first student to register was 
Wm. deBerniere MacNider. He and Z. M. 
Caveness, W. D. Gilmore, and M. L. Mat- 
thews were graduated in June, 1903. The 
final graduating class for the 1909-1910 year 
consisted of 14 men. 
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The calibre and teaching ability of the 
faculty members were reflected by the fine 
record made by the graduates of the Depart- 
ment. They ranked high in citizenship 
and character, and as physicians. On two 
occasions a graduate of the Raleigh Depart- 
ment made the highest. grade of the year 
before the State Board of Medical Exam- 
iners, and another year tied for the highest 
honor. Dr. Wm. deBerniere MacNider, 1903 
graduate, was noted for his research work, 
and was dean of the medical] school at Chapel 
Hill from 1937 to 1940. Nearly all the grad- 
uates engaged in practice in North Carolina. 

Dr. Hubert A. Royster, the sole surviving 
member of the faculty, was the creative force 
behind the Department at Raleigh, and held 
its aims, activities, and accomplishments at 
a high level, thereby adding luster to the po- 
sition of distinction he already held among 
American physicians. 

“Who’s Important in Medicine’ contains 
biographical sketches of notable physicians 
and surgeons in the United States and Can- 
ada. Its sketch of Dean Royster follows: 


“Royster, Hubert Ashley, Surgeon; born No- 
vember 19, 1871, Raleigh, N. C.: son of Doctor W. 
I. and Mary Wills (Finch) Royster; educated at 
Wake Forest College, A.B. 1891, Hon. D. Se. 1930; 
University of Pennsylvania M.D. 1894; married 
Louise Page, November 6, 1901; three children. Dean 
and Professor of Gynecology, University of North 
Carolina 1902-10; Professor of Surgery Wake Forest 
College School of Medicine 1934-38; Surgeon to Rex 
Hospital 1900-38; Hon. Chief of Surgical Service 
since 1938. Surgeon-in-Chief, St. Agnes Hospital 
since 1899; also Consulting Surgeon, Dix Hill State 
Hospital; retired from practice, 1938. Fellow: Amer- 
ican Surgical Association; American College of Sur- 
geons. Founder Member, American Board of Sur- 
gery, President North Carolina State Medical So- 
ciety 1922; of the Southern Surgical Association 
1926; and the Tri-State Medical Association of Vir- 
ginia and the Carolinas 1905. Author: Syllabus of 
Therapeutics, 1899; Appendicitis 1927; Medical 
Morals and Manners, 1937.” 

This sketch deals only with Dr. Royster’s 
professional attainments. He was prominent 
also in cultural, civic and social fields, and 
was widely recognized as a scholar, speaker, 
singer, athlete, and author. 

For several years Dr. and Mrs. Royster 
entertained at their home on each Washing- 
ton’s birthday an eminent North Carolina 
surgeon along with the students of the Med- 
ical Department. It was on February 22, 
1928, the twenty-fifth anniversary of their 
original entertainment, that the Alumni As- 
sociation of the Medical Department at 
Raleigh was organized. Through the indus- 
try and devotion of Dr. Robert P. Noble, 
permanent secretary, the Association has met 
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annually and “perpetuated the life, the spirit, 
and the bonds of friendship,” among the 
University’s first, and so far its only grad- 
uates in medicine. This Alumni Association 
met by invitation for the first time with 
other former students of medicine of the 
University at Chapel Hill on March 5, 1952, 
to celebrate the approaching opening of the 
University’s new 400-bed teaching hospital. 

The 87 students of the Medical Depart- 
ment at Raleigh, of whom 76 were graduated 
by the University, held Dean Royster in 
highest esteem. They appreciated the friendly 
consideration he extended to them while 
they were students and subsequently, They 
were aware that his best wishes followed 
them throughout their careers. 

Fifty of the 76 graduates have passed to 
the Great Beyond. To have been designated 
to speak in behalf of the 26 survivors and 
many others in presenting this portrait of 
Dr. Royster is indeed an honor and a happy 
privilege. I count it one of the most treasured 
events in my experience. We alumni and a 
multitude of other friends rejoice in the 
knowledge that the portrait of Dean and 
Dean Emeritus Hubert A. Royster (1952), 
now in his eighty-second year will hang in 
the library of the medical school, and that 
he is thus being honored along with six 
other distinguished University deans of 
medicine. 

We rejoice, moreover, that in the history 
of medicine in North Carolina a new era has 
dawned. We salute the University’s great 
medical center with its adequate facilities, 
buildings and equipment. We congratulate 
the able leaders of the University on their 
notable accomplishments. Soon the Univer- 
sity will again send out its own medical grad- 
uates to serve where needed. The contrast 
between the University’s teaching facilities 
in the field of medicine in the decade that 
ended in 1910 and those of the most recent 
decade is indeed striking. We are happy that 
North Carolina has achieved a plane of med- 
ical advancement that will give it a place 
among the most progressive of the states. 

At the same time, it is appropriate that we 
remember the great service rendered by Hu- 
bert Ashley Royster during the 1902-10 
period in the field of medicine. With little, 
he accomplished much. Hubert A. Royster 
truly pioneered in medical education. I am 
happy to present his portrait to the Uni- 
versity. 


2 
Be 


North Carolina Medical Journal 


Owned and published by 
The Medical Society of the State of North Carolina, 
under the direction of its Editorial Board. 


EDITORIAL BOARD 


Wingate M. Johnson, M.D., Winston-Salem 
Editor 
Miss Louise MacMillan, Winston-Salem 
Assistant Editor 
Mr. James T. Barnes, Raleigh 
Business Manager 
Ernest W. Furgurson, M.D., Plymouth 
John Borden Graham, M.D., Chapel Hill 
George T. Harrell, Jr., M.D., Winston-Salem 
William M. Nicholson, M.D., Durham 
G. Westbrook Murphy, M.D., Asheville 
Hubert A. Royster, M.D., Raleigh 


Address manuscripts and communications regarding 
editorial matter to the 
NORTH CAROLINA MEDICAL JOURNAL 
300 South Hawthorne Road, Winston-Salem 7, N. C. 
Questions relating to subscription rates, advertising, 
etc., should be addressed to the Business Manager, 
203 Capital Club Building, Raleigh, N. C. 

All advertisements are accepted subject to the ap- 
proval of the Council on Pharmacy and Chemistry 
of the American Medical Association. 
Annual subscription, $3.00 Single Copies, 50¢ 
Publication office: Carmichael Printing Co., 
118 West Third Street, Winston-Salem 1, N. C. 


“The prime object of the medical profession is to render 
service to humanity; reward or financial gain is a subordinate 
consideration. Whoever chooses this profession assumes the 
obligation to conduct himself in accord with its ideals.""—Prin- 
ciples of Medical Ethics of the American Medical Association, 
Chapter 1, Section 1. 


JUNE, 1953 


THE NINETY-NINTH 
ANNUAL SESSION 


For the first time in the long history of the 
Medical Society of the State of North Caro- 
lina, more than 1,000 physicians were regis- 
tered at its annual meeting, which was held 
at Pinehurst May 11, 12, and 13. In 1949 
the sesquicentennial session was attended by 
998 physicians, which was the highest en- 
rollment previously recorded. This year’s 
total registration, including Auxiliary mem- 
bers and visitors, was 1,682. 

Evidently the guest editorial by Dr. John 
Graham in the NORTH CAROLINA MEDICAL 
JOURNAL for last June must have been effec- 
tive. This year’s sessions were marked by 
the promptness with which they began and 
ended. 

For the Executive Council the meeting be- 
gan on Sunday at 10 A.M. and lasted until 
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the final General Session on Wednesday af- 
ternoon. It is hard to realize how much val- 
uable time of the House of Delegates is saved 
by the painstaking consideration of all coun- 
cilor and committee reports by the Executive 
Council before the first meeting of the House. 
Since the proceedings of the House will be 
published in the August issue, they need not 
be reported in detail here. There was the 
expected prolonged wrangle over the so- 
called comprehensive insurance policy spon- 
sored by the Society, but after two hours of 
discussion a motion to table a resolution 
modifying the policy was passed by an over- 
whelming majority. 

As a climax to many years of service to 
the State Society, Dr. Roscoe McMillan, as 
speaker of the House, made an ideal presid- 
ing officer. Much of the credit for the success 
of this meeting, as well as for the operations 
of the Society during the past year, should 
be given to Dr. Millard Hill, and to the execu- 
tive secretary, Mr. J. T. Barnes, who has an 
infinite capacity for looking after innumer- 
able details. 

The Officer’s Breakfast this year had only 
one speaker—Dr. W. W. Bolton of the Amer- 
ican Medical Association’s Bureau of Health 
Education, who gave an excellent address on 
“The Doctor as a Teacher.” This meeting ad- 
journed in ample time for the first General 
Session. 

President Louis Bauer of the American 
Medical Association addressed the first Gen- 
eral Session of the Society on ‘Medicine and 
Its Problems.” His address was short, clear 
cut, and full of wit and wisdom. All who 
heard him were convinced that the American 
Medical Association has had an excellent 
leader this year. 

The general sessions and the section meet- 
ings were all well attended, and the papers 
were of a high order. The fact that the ball- 
room was air conditioned was an added in- 
ducement to attend the General Sessions and 
sections that met in this room. The Memorial 
Service on Sunday night was presided over 
by Dr. Ben Royal. Again the Sandhills Mad- 
rigal Society presented the music for this 
service, and lived up to the reputation that 
they have justly won. The address —‘“Medi- 
cation vs. Meditation’”—by Reverend G. N. 
Ashley, pastor of the Salemburg Baptist 
Church, was so appropriate that many ex- 
pressed the wish that it might be published 
in the NORTH CAROLINA MEDICAL JOURNAL. 
It probably will appear in an early issue. 
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The President’s Night was featured by 
President Street Brewer’s timely and 
thoughtful address, “Challenges Facing the 
Medical Profession Today.” This was pub- 
lished in the May issue of the NORTH CARO- 
LINA MEDICAL JOURNAL. It was unfortunate 
that the noisy conversation at some of the 
tables in the front dining room drowned out 
most of his speech for those in this area 
who wanted to listen. It is not probable that 
the offenders were intentionally rude, but 
the fact that the speaker could not be seen 
no doubt encouraged many to continue their 
dinner conversation. At the conclusion of 
Dr. Brewer’s address the President’s Jewel 
was presented by his associate and long- 
time friend, Dr. Plato Starling. After this 
the Countess Maria Pulaski gave an exciting 
account of her life as a spy during World 
War II. After the banquet the best floor 
show that has been seen in years was pre- 
sented from 10 to 11 P.M., and followed by 
the President’s Ball. 

The report of the nominating committee 
was unanimously adopted at the final ses- 
sion on Wednesday afternoon. This report 
was as follows: 

President-Elect—Dr. Zack D. Owens, Eliz- 
abeth City 

First Vice President—Dr. John Foster, 
Sanford 

Second Vice President—Dr. Julian Moore, 
Asheville 

Representatives on the State Board of 
Health—Dr. John Bender, Winston-Salem ; 
Dr. Ben Lawrence, Raleigh 

Speaker of the House of Delegates—Dr. 
Westbrook Murphy, Asheville 

Vice Speaker of the House of Delegates— 
Dr. Donnell Cobb, Goldsboro 

Delegate to the N. C. Dental Society—Dr. 
C. R. Munroe, Pinehurst. 

The committee is to be congratulated on a 
job well done, for their selections met with 
general approval. The Medical Society of the 
State of North Carolina has had one of its 
best years under the leadership of President 
Street Brewer, and may look forward confi- 
dently to two more good years under Presi- 
dent Joseph Elliott of Charlotte and Presi- 
dent-Elect Zack Owens. 

Taken all in all, this was one of the best 
meetings the Society has ever held, and has 
set a high standard for succeeding ones. 
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PRESENTATION OF DR. HUBERT 
ROYSTER’S PORTRAIT TO 
THE UNIVERSITY 


It is quite fitting that Dr. Hubert Royster’s 
portrait was presented to the University of 
North Carolina during the dedication cere- 
monies that marked the formal opening of 
the University’s medical center. Dr. Roy- 
ster was dean of the University’s first four- 
year school, from which 76 men were grad- 
uated between 1902 and 1910. Many of these 
men won distinction in their chosen profes- 
sion. The first student who enrolled was the 
late Dr. William deB. MacNider, whose whole 
professional life was identified with medical 
education at the University. Another grad- 
uate of the four-year school who won na- 
tional recognition and is now crowning a life 
of achievement as executive secretary of the 
North Carolina Medical Care Commission is 
Dr. John A. Ferrell. Appropriately, Dr. Fer- 
rell was chosen to present the portrait of 
Dr. Royster to the University. Dr. Ferrell’s 
address will be found on page 248 of this 
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BACTERIAL WARFARE AND 
PROPAGANDA 


The Chinese Medical Journal for Septem- 
ber-December, 1952 (volume 70, numbers 9- 
12) is a special number—accompanied by a 
supplement—devoted to ‘views of Chinese 
scientists on United States bacterial war- 
fare.” According to the foreword, ‘Ever 
since January, 1952, the peace-loving peoples 
of Korea and Northeast China have been the 
target of a cruel and inhuman bacteriological 
war waged by the U. S. armed forces. Irre- 
futable facts proving the extensive use of 
bacteriological weapons by these forces in 
both Korea and Northeast China are now 
available in the ‘Report of the International 
Scientific Commission for the Investigation 
of the Facts concerning Bacterial Warfare 
in Korea and China (With Appendices)’.” 
Since “the governments of China and 
(North) Korea did not consider the Inter- 
national Red Cross Committee sufficiently 
free from political influence to be capable 
of instituting an unbiased enquiry in the 
field’ and the World Health Organisation was 
also biased ‘‘as a specialised agency of the 
United Nations,” an International Scientific 
Commission was appointed by the executive 


| 
fi 

‘ 


252 NORTH CAROLINA MEDICAL JOURNAL 


committee of the World Peace Council, Ac- 
cording to Fu Lien-Chang, M.D., president 
of the Chinese Medical Association, the re- 
port of this very eminent and scientific body 
proves that “the charges of the Korean and 
Chinese peoples against the American Goy- 
ernment’s use of germ weapons on a large 
scale in Korea and in Chinese territory are 
undeniably true.” 

The scientific nature of the investigation 
may be deduced from one of the numerous 
case reports, entitled “Report on a Case of 
Plague,” etc. Pak Yoa-Ho, a Chinese villager 
died of a febrile illness diagnosed as bubonic 
plague. Prior to his illness an American 
plane was seen flying low over the village at 
4 A.M. At 6 A.M., when he went to the well to 
wash his face, a water jar 50 em. (20 inches) 
in diameter was found to have many fleas 
floating on the surface. Since the jar had 
been filled with fresh water the night be- 
fore, the conclusion was reached that the 
plane had dropped the fleas into the jar. 
Bacterial examination of the fleas revealed 
Pasteurella pestis. It is hard to decide which 
is the greater marvel: the ingenuity of the 
American scientists in planning this scheme 
or the accuracy of the pilot in hitting a water 
jar 20 inches in diameter with a bag of fleas 
dropped from a plane. 

The discouraging feature of this report is 
the obvious prostitution of science to propa- 
ganda. Their president and the secretary 
general of the Chinese Medical Association 
are among the high ranking medical men in 
China who gave their names to the propa- 
ganda. While officials of the American Medi- 
cal Association have never stooped so low, 
some of the propaganda in the Chinese Medi- 
cal Journal is so reminiscent of phrases in 
news releases from our military leaders that 
one wonders just how clean American noses 
are. For example, the professor of medicine 
at the Shanghai Medical College speaks of 
“the usual deceitful behavior of the American 
imperialists. In the past one and a _ half 
years at the armistice negotiations, they de- 
tained our prisoners of war and even mur- 
dered them in the name of protection of ‘hu- 
man rights’.” Such charges have a strangely 
familiar sound. Fortunately, the Pentagon’s 
recent story that some of our captured sol- 
diers had been converted to Communism by 
the “brain-washing” of the Communists has 
fallen on stony ground so far as the Ameri- 
can public is concerned. 
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War is all that Sherman said it was; never- 
theless, outright deception of a people in or- 
der to inflame their hatred of the enemy can 
hardly be justified even by the old cliche that 
“All’s fair in love and war.” 


CHRIST CHURCH HONORS DOCTORS 


The March issue of The North Carolina 

Churchman—the official organ of the North 
‘arolina Diocese of the Prostestant Episco- 

pal Church—should be of particular interest 
to all North Carolina doctors. The leading 
editorial is devoted to a resolution recently 
passed by Christ Church in Raleigh honor- 
ing Dr. Aldert Smedes Root’s long service 
as a member of the church. After summing 
up the high lights or his career as a church 
member, it was resolved ‘“‘by the congrega- 
tion of Christ Church Parish, in parochial 
meeting assembled on the 22nd day of Jan- 
uary, 1953: 

“That in appropriate recognition of his 
long and faithful service in the work of our 
Lord, Dr. Aldert Smedes Root is hereby 
elected to serve Christ Church Parish as 
Senior Warden Emeritus. 

“AND, BE IT RESOLVED, that the peo- 
ple of this parish extend to Dr. Root real af- 
fection and good wishes for many more years 
of health, happiness and service to his 
Church.” 

This Jowrnal joins the editor of The North 
Carolina Churchman in congratulating 
“Christ Church, Raleigh, for all that Dr. 
Root has been to that congregation, and the 
City of Raleigh, and many homes miles away 
from Raleigh, for all that he has meant as 
a skillful pediatrician helping them to rear 
healthy children, and to all of his friends who 
look upon him as a Christian gentleman 
whose heart and talents are devoted to his 
fellowman, his community, and his Church.” 

The same issue of the Churchman contains 
a brief biography of the late Dr. Richard 
Henry Lewis (1850-1926), written by Wil- 
liam S. Powell. Dr. Lewis is best remembered 
by readers of this Journal as the first secre- 
tary of the North Carolina State Board of 
Health. He was also ‘a staunch churchman 
and an even stauncher Christian.” His mem- 
ory as a medical man and as a health officer 
is still green in Raleigh and in medical circles 
all over the state. 
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Committees and Organizations 


COMMITTEE ON MATERNAL WELFARE 


A REVIEW OF THE FIRST 1000 
CONSECUTIVE MATERNAL DEATHS 
IN NORTH CAROLINA 


Part II 
JAMES F. DONNELLY, M.D.* 
WINSTON-SALEM 


During the past decade we have witnessed 
a phenomenal reduction in maternal mortal- 
ity. This decrease has been so great that the 
maternal death rate, which prior to 1941 
was recorded as the number of deaths per 
1,000 live births, is now shown as the number 
of deaths per 10,000 live births. Among the 
factors responsible for this reduction in the 
number of maternal deaths, the most impor- 
tant are: 

1. Improved prenatal care 

2. The establishment of blood banks and 
the institution of the Red Cross program 

3. More numerous and more adequate hos- 
pitals 

4. Chemotherapy and the use of antibac- 
terial compounds 

5. Increased interest in the entire problem 
of maternal mortality. 

In 1940 the national maternal death rate 
was 53 per 10,000 live births, and by 1949 
this figure had dropped to 11.8 deaths per 
10,000 live births. Not only has North Caro- 
lina followed the national trend, but the rel- 
ative position of our state in the nation as a 
whole has improved. In 1948 North Caro- 
lina’s high maternal mortality rate placed 
her forty-first in the list of states; by 1949 
she had risen to thirty-seventh place. 


Factors Responsible for the Decrease in 
Maternal Mortality 
Prenatal care 


Adequate prenatal care has done much to 
reduce the incidence of toxemia and the num- 
ber of deaths from this disease. In the past 
this was a very common complication of 
pregnancy, but today in many cinics through- 
out the United States serious toxemia is sel- 
dom encountered. There is no doubt that bet- 
ter prenatal care has had a great deal to do 
with this improvement. 

Because of the rapid increase in the num- 
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ber of prenatal clinics for indigent patients 
throughout the entire country, and particu- 
larly in this state, more women are receiving 
good prenatal care now than ever before, At 
the present time almost every county in 
North Carolina has a prenatal and well-baby 
clinic under the auspices of the county health 
departments. The public health nurses have 
been making a splendid effort to get patients 
to attend these clinics. 
Blood banks 

The first blood bank in this country was 
started in 1935 in Salisbury, N. C. In 1938 
the second bank was established in Concord 
—also in North Carolina. Since 1948, when 
the Red Cross instituted its blood bank pro- 
gram in North Carolina, the number of blood 
banks has increased from 10 to 46. Although 
the state is not completely covered at pres- 
ent, the blood bank program has been and 
will continue to be extremely valuable in the 
management of obstetric hemorrhage. 

Many small hospitals which do not yet 
have blood banks are located close to a Red 
Cross regional unit so that blood may be ob- 
tained in a relatively short period of time. 
In other communities, plans such as the 
“walking bank’* have been employed with 
considerable success. These programs. will 
do much to aid in reducing maternal mortal- 
ity due to hemorrhage. 


Hospitals 

In the past decade the number of hospitals 
throughout the country, and particularly in 
North Carolina, has increased tremendously. 
At the same time the quality of medical care 
provided in the hospitals has improved con- 
siderably. The North Carolina Medical Care 
Commission, with the aid of Hill-Burton 
funds, has successfully endeavored to pro- 
mote the establishment of hospitals in areas 
where no hospital facilities were readily 
available. While these small units will be 
limited in the scope of work which they will 
be able to perform, they will certainly im- 
prove the standard of medical care, particu- 
larly in the field of obstetrics. The maternal 
death rate is directly related, in inverse ra- 
tio, to the number of hospital deliveries. (See 
table 1). 
Antibacterial compounds 

The discovery of sulfanilamide and the 
subsequent antibacterial compounds has 
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Table 1 
Live Births in North Carolina—1946-1950 
White Total 
121,712 371,927 
46,316 160,281 


168,028 532,310 


White 
114,065 


864,282 


Hospital .........................81.2% 32.9% 
16.1% 


M.D. at Home ........... 31.2% 

35.9% 

made a profound change in the entire pic- 
ture of obstetrics. In 1940, 28 per cent of all 
maternal deaths in North Carolina were due 
to infection. This figure was reduced to 7 
per cent in 1950. Unquestionably the advent 
of chemotherapeutic and antibiotic agents is 
responsible for this dramatic improvement. 


Increased interest in obstetrics 

Interest in obstetrics has grown steadily 
in recent years. The number of physicians 
who are well trained in the field of obstet- 
rics and gynecology is increasing rapidly 
throughout the nation. In our state the num- 
ber of diplomates of the American Board of 
Obstetrics and Gynecology has increased 
from 10 in 1940 to 50 at the present time. 
Furthermore, there is a far larger group 
who have had sufficient training to qualify 
for certification by the Board, and even more 
who have had sufficient postgraduate educa- 
tion to be considered specialists in the field. 

More and more graduate courses and semi- 
nars of local, regional, and national scope are 
being devoted to obstetric problems. A num- 
ber of programs designed to improve obstet- 
ric care are offered throughout this section 
of the country. Among these are the Southern 
Pediatric Seminar, which devotes one week 
to obstetric and gynecologic subjects; the 
University of North Carolina Extension Pro- 
gram; the symposiums presented by Watts 
and Duke Hospitals; the meetings at Char- 
lotte, Greensboro, Wrightsville Beach, and 
Asheville. 

Public health agencies are now participat- 
ing much more actively in the field of pre- 
natal care than they did 10 years ago. Ma- 
ternal welfare committees similar to the one 
in this state have been established through- 
out the country, and are making a real con- 
tribution toward reducing maternal mor- 
tality. 

Social and Economic Factors in 
Maternal Mortality 


On the whole, maternal mortality rates are 
higher in the Southeastern states than in 
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other sections of the country. Among the 10 
states which have the worst maternal mor- 
tality records in the union (table 2), six are 
in the southeast. 


Standing in Nation 
39th 


State 
Tennessee 


North Carolina is listed as thirty-fourth in 
the nation, Virginia being the only South- 
eastern state with a better record. 

Since the Southeastern section of the coun- 
try is predominantly rural and has a large 
non-white population, it would seem that ma- 
ternal mortality is directly related to social 
and economic conditions. 

Since the per capita income is lower in 
rural areas, it is often impossible for the 
smaller communities to provide hospital fa- 
cilities. Consequently these communities have 
often failed to attract adequate medical per- 
sonnel. Remoteness from a medical center 
and difficulties of transportation have made 
it impossible for many patients to obtain ade- 
quate prenatal care and hospitalization when 
it was needed. For similar reasons, blood 
has not always been easily available for 
transfusion, and consultation in a difficult 
case has often been impossible. 

In North Carolina these problems are 
gradually being solved. In 1940 there were 
34 counties in this state which had no hos- 
pital beds. Today, because of the work of the 
North Carolina Medical Care Commission, 
only 19 counties lack beds. In four of these, 
medical centers are in some stage of develop- 
ment, and in almost all of the remaining 
counties, plans for such centers have been 
discussed. We are all familiar with the 200 
million dollar program for improvement of 
rural roads which is now under way. 

In 1940 the per capita income for North 
Carolina was $316.00; in 1950 it had in- 
creased to $951.00. This improvement is due 
largely to the influx of new industries, plus, 
of course, inflation. In 1950 alone 101 new 
industries were opened, representing an in- 
vestment of 150 million dollars. It is our 
feeling that from the economic viewpoint this 
state is making rapid strides, and that this 
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Table 3 
Comparison of White and Non-White Births 
Total White Total Non-white 
Live Births Live Births 
1946— 1946— 
70,5383—70% Rural 29,554—73.9% Rural 
1950— 
69,394—64.9% Rural 
Hospital 1946—74.5% 
1950—87.2% 
M.D. at M.D. at 
Home 1946—21.7% Home 1946—33.7% 
1950—10.3% 1950—27.6% 
Midwife  1946— 3.8% Midwife 1946—39% 
1950— 2.5% 1950—34% 


1950— 
35,564—70.5% Rural 
Hospital 1946—27% 
1950—37% 


economic progress will be definitely reflected 
by a further decrease in the maternal mortal- 
ity rate. 

North Carolina’s social problem, of course, 
is primarily related to the economic situa- 
tion and to the very large non-white popula- 
tion. Many individuals of low economic sta- 
tus, and especially those who belong to the 
non-white races, are ignorant and illiterate. 
Table 3 shows that among the white popu- 
lation in North Carolina there has been a 
marked increase in the number of hospital 
deliveries, with a concomitant reduction in 
the number of home deliveries. In contrast, 
among the non-white population the percen- 
tage of hospital deliveries has increased very 
slightly. This same pattern is found through- 
out the entire United States. Ignorant peo- 
ple are fearful of physicians, clinics and hos- 
pitals, and such procedures as the donation 
of blood. Consequently, many of them are de- 
livered by mid-wives, who unfortunately are 
under very poor supervision in this state. 

The factors discussed above are not pri- 
marily the concern of the physicians, al- 
though certainly we should take an interest 
in them. In its analysis of maternal deaths 
in North Carolina, the Maternal Welfare 
Committee recognized these factors and at- 
tempted to find out how the medical profes- 
sion, in spite of them, could provide better 
medical maternal care than is being given 
elsewhere in the United States. 


Analysis of One Thousand Maternal 
Deaths in North Carolina 


Causes 

Table 4 shows the incidence of maternal 
deaths due to various causes in North Caro- 
lina and for the period 1946-1950 inclusive. 
The most noteworthy feature is the marked 
reduction in the number of deaths due to in- 
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Table 4 
Maternal Mortality Survey 
First 1000 Cases 


1946-1950 
Causes of Death 

Toxemia ......... 264 
Hemorrhage .... 259 
Embolism. ......... 74 
Infection ............ 73 
Cardiac ............. 46 
Anesthesia ........ 25 

Total Obstetric Deaths ............... 844 

Total Non-obstetric Deaths . 112 

Insufficient Information for Analysis. 44 


1000 


fection. We believe that this improvement is 
due to better technique, plus the antibacterial 
compounds. 


General considerations 

A study of the figures for the period 1946- 
1950 reveals some interesting general facts. 
In 44 of the first thousand consecutive ma- 
ternal deaths, the Maternal Welfare Com- 
mittee was unable to obtain sufficient infor- 
mation to warrant an analysis of the record. 
In most of these cases the physician signing 
the death certificate had little or no informa- 
tion concerning events leading up to the 
death. One hundred and twelve patients died 
from diseases which were considered non- 
obstetric and will not be considered in the 
review. 

Of the remaining 844 maternal deaths, 222 
occurred at home. Six hundred and seventy- 
seven of the patients had inadequate prena- 
tal care or none whatsoever, and 471 were 
in the lowest income bracket. There were a 
total of 143 unmarried patients in the group; 
this illegitimacy rate of 17 per cent is ex- 
tremely high. Four hundred and ninety-five 
of the patients were non-white and 349 were 
white—a reversal of the findings in 1940, 
when 230 of the maternal deaths were among 
white patients and 203 among non-white. 

The Committee classified 677 deaths as 
preventable—and here a word of explana- 
tion may be necessary. A death was con- 
sidered preventable if the Committee felt 
that it would probably not have occurred 
under ideal circumstances—that is, if there 
had been good prenatal care, if the patient 
had followed the physician’s advice, if the 
physician had made no errors, and if facil- 
ities had been adequate. 
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You’d see 


a good-sized 


gallery 


... With all the patients 
who represent the 44 


uses for short-acting 


Nembutal 


Waar YARDSTICK DO YOU USE TO DETERMINE the drug 
you write on your prescription? If the drug is a barbi- 
turate—such as short-acting NEMBUTAL (Pentobarbital, 
Abbott)—you can measure it, compare it and sum it up 
in these four short sentences: 
1. Short-acting NEMBUTAL can produce any desived 
degree of cerebral depression—from mild sedation to deep 
hypnosis. 
2. The dosage you need is small—only about half that of 
many other barbiturates. 
3. There's less drug to be inactivated, shorter duration of 
effect, wide margin of safety and usually no morning- 
after hangover. 
4. In equal oral doses, no other barbiturate combines 
quicker, briefer, more profound effect. 
Perhaps that’s why—after 23 years, 598 published reports 
and more than 44 clinical uses—you'll find more and 


more prescriptions call for NEMBUTAL, 1d 
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BULLETIN BOARD 


INAUGURAL REMARKS OF PRESIDENT 
JOSEPH A. ELLIOTT 

Dr. Brewer, members of the House of Dele- 
gates, ladies, and gentlemen: 

It is with deep humility that I stand be- 
fore you this afternoon as I assume the 
presidency of the Medical Society of the 
State of North Carolina. I sincerely appre- 
ciate the high honor you have bestowed upon 
me in electing me to the presidency of this 
great organization. I, too, realize that with 
this honor go grave responsibilities for the 
tasks that lie ahead. 

Dr. Brewer, my predecessor, has served 
you faithfully and well. He has worked un- 
tiringly to solve the many problems, legis- 
lative and others, which have confronted the 
Society during this past year. His success 
has been outstanding and merits our deepest 
gratitude. This success required constant 
and untiring efforts on the part of our at- 
torney, our executive secretary, our secre- 
tary, and our president. We are, therefore, 
indebted to each of them for the fine work 
they have done, 

Legislation, on the state level, will not be 
a problem during the coming year as the 
Legislature will not be in session; however, 
some old and many new problems will come 
up for solution. To meet these, we must have 
active committees whose members have a de- 
sire to serve and are willing to make sacri- 
fices, if necessary, to meet their responsi- 
bilities. 

I believe that our public relations are most 
important at this time. We must not only 
be leaders in the health problems of our com- 
munity but must be active in civie affairs 
as well, as most of our problems are directly 
or indirectly connected with the health and 
happiness of our citizens. This Society has 
made great strides forward in public rela- 
tions in the past few years. May our efforts 
be increased, as there is still much to be ac- 
complished. 

Cancer detection, rural health, health and 
hospital insurance, and many other prob- 
lems which have been, and still are, a con- 
cern to the Society will receive careful study, 
and every effort will be put forth to find so- 
lutions which will be beneficial to the health 
and welfare of our people. Your sympathetic 
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understanding and full cooperation are nec- 
essary if we are to go forward. As your 
leader for the following year, I do not ask 
more nor do I expect less. 


NEW HANOVER COUNTY MEDICAL SYMPOSIUM 


The New Hanover County Medical Society will 
present its seventh annual medical symposium on 
Friday, August 21, 1953, at Wrightsville Beach. 
These meetings have been exceptionally well re- 
ceived in the past, with 300 to 400 physicians at- 
tending each year. This year’s session promises to 
be even better, with an outstanding group of 
speakers. The program is as follows: 

1. A. A. Weechs, M.D., The Children’s Hospital 
Research Foundation, Cincinnati, Ohio—‘“A Pedia- 
trician Looks at the Behavior Problems of Children” 

2. Theodore E. Woodward, M.D., Associate Profes- 
sor of Medicine, University of Maryland School of 
Medicine, Baltimore—“The Antibiotic Treatment of 
Acute Infectious Diseases, with a Discussion of Sup- 
plemental Aids and Limitations” 

3. Edward L. Compere, M.D., Chief of the Depart- 
ment of Orthopedic Surgery, Northwestern Univer- 
sity School of Medicine, Chicago—‘The Treatment of 
Fractures in General Practice and Various Influ- 
ences on Healing of Bone” 

4. I. S. Ravdin, M.D., John Rhea Barton Profes- 
sor of Surgery, Hospital of the University of Penn- 
sylvania, Philadelphia — “Precancerous Lesions of 
the Gastrointestinal Tract” 

5. Phillip A. Tumulty, M.D., Professor of Medi- 
cine, University of St. Louis Medical School, St. 
Louis, Missouri—“‘The Clinical Course of Dessemi- 
nated Lupus.” 

The symposium is approved for postgraduate 
training credit by the American Academy of Gen- 
eral Practice, There is no registration fee. 


NEWS NOTES FROM THE DUKE UNIVERSITY 
SCHOOL OF MEDICINE 


Duke University has launched a new Medical 
Town Hal! for the people of Durham and the state. 
The first program—a panel on polio—was held in 
Duke’s Page Auditorium Sunday, June 7. Admis- 
sion to all meetings is free. 

The meetings consist of a forum, with panel dis- 
cussions or talks by medical experts and questions 
from the floor. 

“We realize that there are many questions the 
public would like to ask doctors but never have the 
opportunity to ask,’”’ Dean W. C. Davison said. “They 
have a right to know as much as possible about med- 
ical problems and we are going to give them the 
opportunity.” 

Each program lasts about an hour and a half, Dr. 
George J. Baylin, program chairman, explained. Por- 
table microphones are set up for the convenience of 
the public, and at least 20 to 30 minutes of the time 
is set aside for questions from the audience. 

Among program topics to be discussed soon, Dr. 
Baylin said, will be civil defense and atomic radia- 
tion; blue-babies; newest control and treatment of 
tuberculosis; development of children with hearing 
problems; viruses; and blood banks. Speakers are 
Duke University faculty members as well as guest 
— who are recognized authorities in their 
field. 
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Duke University is offering its third annual 
course in acarology, the study of ticks and mites, 
June 10-29, Dr. Paul H. Clyde, director of the Sum- 
mer Sessions, has announced. The course, first of its 
kind ever offered when introduced in 1951, is directed 
by Dr. George W. Wharton, associate professor of 
zoology at Duke and co-author of one of the most 
authoritative books on acarology. Studies are de- 
signed to be especially useful to medical and agricul- 
tural entomologists. “There still is a desperate need 
for trained acarologists,”’ Dr. Wharton said. 

While ticks are apparently more annoying than 
harmful in most cases, Dr. Wharton pointed out, 
North Carolina is second in the nation for “Rocky 
Mountain spotted-fever,” a disease transmitted by 
ticks. Mites, found in every country of the world, 
are killers of man and destroyers of crops and live- 
stock, Dr. Wharton explained. 

The Duke zoologist cited the “red spider” in the 
South, which stunts the growth of cotton, decreases 
the yield, and may kill the plant itself. Related mites 
also damage fruit all over the nation, he said, ruin- 
ing plums, prunes, apples, pears, and many citrus 
fruits. 

Since the pioneering course at Duke in 1951, aca- 
rology courses have been introduced in several uni- 
versities and other institutions. 


A month’s course in medical mycology, under the 
direction of Dr. Norman F. Conant, is to be offered 
at Duke University School of Medicine and Duke 
Hospital, July 1-July 29, 1953. The course will be of- 
fered every day in the week, except Sunday, and has 
been designed to insure a working knowledge of the 
human pathogenic fungi within the time allotted. 

Emphasis will be placed on the practical aspects 
of the laboratory as an aid in helping establish a 
diagnosis of fungus infection. Insofar as possible and 
as patients become available, methods of collecting 
materials in the clinic for study and culture will be 
stressed. Work with patients, clinical material, cul- 
tures, and laboratory animals will serve as a basis 
for this course. Also, an opportunity to study path- 
ologic material, gross and microscopic, will be given 
those whose previous training would allow them to 
obtain the greatest benefit from a study of such 
material. 

The number of applicants for the course will be 
limited and the applications will be considered in the 
order in which they are received. A fee of $50.00 
will be charged for this course, upon the completion 
of which a suitable certificate will be awarded. 
Please direct inquiries to Dr. Norman F. Conant, 
Professor of Mycology, Duke University School of 
Medicine, Durham, N. C. 


NEWS NOTES 
Dr. Harold L, Godwin has announced the opening 
of his office for the practice of internal medicine, at 
206 Park Street, Fayetteville. 


MEDICAL COLLEGE OF VIRGINIA 
ALUMNI ASSOCIATION 


Dr. J. Asa Shield of Richmond was installed as 
president of the Medical College of Virgina Alumni 
Association at its annual meeting on June 1. J. Curtis 
Nottingham of Richmond, executive secretary of the 
Virginia Pharmaceutical Association, was made 
president-elect and will take office in 1954. 

Dr. Richard L. Simpson of Richmond was elected 
secretary and Dr. Harvey B. Haag was re-elected 
to his tenth term as treasurer. 

New members of the Association’s Board of Trus- 
tees are Dr. Richard A. Michaux, Dr. Robert V. 
Terrell, Dr. J. J. Stigall, Miss Dorsye Russell, Lloyd 
C. Bird and E. Claiborne Robins. 
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NEWS NOTES FROM THE AMERICAN 
MEDICAL ASSOCIATION 


NBC-TV to Carry Series of 5-Minute 
Health Spots 

“M.D”—a new five-minute television series pro- 
duced by F. Wiliam Hart in cooperation with the 
American Medical Association, was inaugurated 
June 1, over all 45 NBC-TV network stations. This 
26-week series is presented as a public service by 
the National Broadcasting Company and E. R. 
Squibb & Sons. Featuring valuable health tips from 
“your family physician and his county medical so- 
ciety,” the program is presented as a five-minute 
portion of the Dave Garroway “Today” show every 
Monday morning at 7-9 a.m. (EDST and CDST). 

As the cooperating agency in the production of the 
series, the A.M.A. clears all scripts, reviews the 
films, and passes on all national sponsors. When- 
ever the programs are televised locally, the county 
medical society will have the right to approve local 


sponsors. 
* * * 


A.M.A. Transcriptions Feature Healthy 
Summer Fun 
Everyday health problems facing the average 
American family during the summer months form 
the basis of a new series of radio transcriptions to 
be released in July by the Bureau of Health Educa- 
tion. The 13-program series, “June, July and Au- 
gust,” dramatizes the adventures of the typical Hol- 
loway family and their friends . . . on the farm, in 


the woods, at the beach. With Ralph Camargo as 
host, the dramatic presentations are followed by dis- 
cussions of summer health problems by W. W. Bauer, 


M.D., Bureau director. Subjects include: Poison 
Oak and Ivy; Water Safety: Highway Safety; Sun 
and Sorrow; Hay Fever; Summer Insects: High 
Powered Vacation; Baby Health; Summer Eating: 
Keep Cool; Farm Hazards; Air Conditioning, and 
Summer Clothing. The series is available on loan 
to local medical societies through the Bureau. 


* * 


New Booklet for All A.M.A. Members 


How the A.M.A. may serve you . . . as one of its 
members . . . is the theme of a new pamphlet which 
the American Medical Association will publish this 
summer. Designed to acquaint members with the 
A.M.A.’s many activities and services, “It’s Your 
A.M.A.” will be mailed to every member, and, there- 
after, will be sent to each new member of the Asso- 


ciation. 


A.M.A. Publishes Health Insurance Booklet 


The seventh annual revision of the health in- 
surance brochure published by the Council on Med- 
ical Service and its Committee on Prepayment Med- 
ical and Hospital Service now is available to phy- 
sicians and allied groups. In this booklet—‘Volun- 
tary Prepayment Medical Benefit Plans” — each 
plan is described by summary of benefits, enroll- 
ment at the end of 1952 and other pertinent data. 
Separate sections list plans by type of sponsorship. 
Also identified are plans which have been granted 
the Council’s seal of acceptance. One section is de- 
voted to Canadian plans which have been organized 
or approved by the provincial branches of the Ca- 
nadian Medical Association. In addition, other types 
of programs are described to give examples of volun- 
tary methods of insuring some of the costs incident 
to health care. Single copies are available, without 
charge, from the Council. 
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PR Institute Set for September 


Outstanding postgraduate courses in medical pub- 
lic relations will be offered at the A.M.A.’s second 
Public Relations Institute for all state and county 
PR personnel. “Classes” will convene September 2 
and 3 at Chicago’s Drake Hotel. 

Topics such as medical forums presented by med- 
ical societies in cooperation with local newspapers, 
and tips on how to conduct successful public rela- 
tions programs on limited budgets will be discussed 
by authorities in the field. In addition, emphasis 
will be placed on the use of television as a PR 
medium. Specially-filmed shows available for use by 
local medical societies will be given a preview at the 
Institute. 


UNITED CEREBRAL PALSY 


Dr. Glidden L. Brooks of Pittsburgh, Pennsyl- 
vania, pediatrician, professor, and specialist in the 
field of public health, has been appointed as the first 
full-time medical director for United Cerebral Palsy, 
according to an announcement by Leonard H. Gold- 
enson, president of the organization. 

Dr. Brooks will assume his new duties on July 1. 
In the interim, he is serving as medical consultant 
to U.C.P., while continuing his work with the Uni- 
versity of Pittsburgh where he is coordinator of hos- 
pitals and clinics, professor of hospital administra- 
tion in the Graduate School of Public Health, and 
associate professor of pediatrics in the School of 
Medicine. In addition, he is associate physician to 
the Children’s Hospital and consultant in charge of 
pediatrics at Montefiore Hospital, Pittsburgh. 

In announcing the appointment, Mr. Goldenson 
said: “Dr. Brooks’ rare combination of experience 
in medicine, administration, teaching, and public 
health—together with his long-time interest in the 
field of cerebral palsy—makes him ideally suited 
for the position of medical director of United Cere- 
bral Palsy.” 

Mr. Goldenson also announced that Dr. Charles 
F. MeKhann of Philadelphia, who has been active 
as part-time medical director of U.C.P., will con- 
tinue as secretary of the volunteer Medical-Profes- 
sional Executive Board of the organization, and as 
a member of its Research Advisory Board. Dr. Me- 
Khann heads the Department of Pediatrics at Jef- 
ferson Medical College, Philadelphia. 


COMMITTEE ON MEDICAL, 
MOTION PICTURES 


The A.M.A. Committee on Medical Motion Pictures 
has announced the publication of a supplement to 
the list of films available through the motion picture 
library. This supplement includes 12 motion pictures 
added to the library since publication of December 
1, 1952, catalog. Copies may be obtained by writing 
to the committee on Medical Motion Pictures, Amer- 
ican Medical Association, 535 North Dearborn, Chi- 
cago 10, Illinois. 


SOCIETY FOR THE PREVENTION OF 
ASPHYXIAL DEATH, INC. 


April 11-12 1947, the Society for the Prevention 
of Asphyxial Dealth, Inc. presented its first course 
in laryngoscopy and intubation, at the Manhattan 
General Hospital, New York City. The course was 
given monthly for six years. April 1-2, 1953 marked 
the completion of the eighty-first course. 

The Society is presently housed and is conducting 
its New York City Courses, in the magnificent New 
York Academy of Sciences building at 2 East 63rd 
Street, New York City. 
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AMERICAN COLLEGE OF SURGEONS 

The Board of Regents of the American College of 
Surgeons has established the first of several con- 
templated scholarships in the field of research for 
promising young men seeking a career in academic 
surgery, and who have recently finished or who are 
in the final months of their residency training pro- 
gram. 

Candidates must obtain the approval of the chair- 
man of the department of surgery, dean of the same 
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Classified Advertisements 


WANTED: Doctor to work as partner in Gen- 
eral Practice; to create more ideal working 
hours. Use both Medical Technician and Sec- 
retary, all diagnostic equipment, new 100 bed 
Hospital. Reply to Dr. B. I. Tart, Jr., 110 S. 
William Street, Goldsboro, N. C. 


WANTED: Medical Technician, to assist Med- 
ical Doctor; top salary, no work at night, 
Saturday or Sunday. Reply to Dr. B. I, Tart, 
Jr., 110 S. William St., Goldsboro, N. C. 


WANTED: A board qualified or board mem- 
ber internist to join group practicing in Ashe- 
ville, N. C. Reply to 8-118 P. O. Box 790, 
Raleigh, North Carolina. 


TENNESSEE VALLEY MEDICAL ASSEMBLY 


(Sponsored by the Chattanooga-Hamilton County 
Medical Society) 
READ HOUSE 
CHATTANOOGA, TENNESSEE 


MONDAY, SEPTEMBER 28, and 
TUESDAY, SEPTEMBER 29, 1953 


SPEAKERS 
Richard B. Cattell, M.D. 
George Crile, Jr., M.D. 
Charles W. Mayo, M.D. 
Richard W. TeLinde, M.D. 
Philip Thorek, M.D. 
Paul D. White, M.D. 
Paul Holbrook, M.D. 
Robert B. Lawson, M.D. 
John B. Youmans, M.D. 
John R. Heller, M.D. 
V. P. Sydenstricker, M.D. 
H. Earle Conwell, M.D. 
Mr. Leo Brown 


Boston, Mass. 
Cleveland, Ohio 
Rochester, Minn. 
Baltimore, Md. 
Chicago, III. 

Boston, Mass. 
Tucson, Ariz. 
Winston-Salem, N. C. 
Nashville, Tennessee 
Bethesda, Md. 
Augusta, Ga. 
Birmingham, Ala. 


A. M. A. 


Requests for hotel reservations should be addressed 
to Chattanoogans, Inc., 809 Broad Street, Chat- 
tanooga 2, Tennessee. 


For further information write: Tennessee Valley 
Medical Assembly, 612 Medical Arts Building, 
Chattanooga 3, Tennessee. 
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medical school, and the authority of an executive 
officer of the university making the proposal. Pref- 
erence will be given to an American or Canadian 
citizen. 

Successful candidates will receive $20,000 over 
a three-year period, to be divided as follows: $6,000 
for the first year, $6,000 for the second year, and 
$7,500 for the third year. The medical school or in- 
stitution sponsoring a successful candidate may sup- 
plement this amount with the permission of the 
Committee on Selection of the American College of 
Surgeons. 

Inquiries may be addressed to the Research Schol- 
arship Committee, American College of Surgeons, 
40 East Erie Street, Chicago 11, Illinois. 


DEPARTMENT OF THE ARMY 


The length of time that Army interns will spend 
in the different hospital sections or services will be 
changed beginning July 1, the Education and Train- 
ing Division, Office of the Army Surgeon General, 
has announced. The Division explained that the 
changes are in accordance with the requirements of 
the Council on Medical Education and Hospitals of 
the American Medical Association. 

Under the new plan, medical interns in Army 
hospitals will spend three months in internal medi- 
cine, three months in surgery, two months in ob- 


stetrics and gynecology, two months in pediatrics 
and two months in a service that they select on the 
basis of personal preference. Electives open to the 


interns are laboratory service, ophthalmology sec- 
tion, otolaryngology section, and the physical medi- 
cine, psychiatry and neurology, and radiology ser- 
vices. 

The program currently in effect allows the intern 
four months in surgery, including urology and or- 
thopedics, four months in medical service, including 
pediatrics and contagious diseases, two months in 
obstetrics and gynecology, one month in psychiatry 
and neurology and one month for an elective chosen 
from among the following: laboratory service, oph- 
thalmology section, otolaryngology section and phy- 
sical medicine. 


VETERANS ADMINISTRATION 

Thirty-two hospital administrators from six fed- 
eral agencies received certificates of graduation at 
the conclusion of the Sixth Inter-Agency Institute 
for Federal Hospital administrators held April 13 
to May 1 at the National Naval Center, Bethesda, 
Maryland. 

In addition to VA, which operates 161 hospitals, 
participating agencies were the Departments of the 
Army, Navy, and Air Force, the Public Health Ser- 
vice, and the Indian Service. 

Patients in Veterans Administration hospitals will 
have a chance to bring their literary efforts to the 
attention of some of the nation’s leading writers, 
editors, and publishers, through a nationwide writ- 
ing contest now getting under way for the sixth 
straight year. 

The contest is sponsored by the Hospitalized Vet- 
erans Writing Project, a volunteer organization with 
headquarters at 919 North Michigan Avenue, Chi- 
cago, working in cooperation with the Recreation 
Service of VA’s Special Services, Mrs. Everett Fon- 
taine is national chairman of the project. 
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U. S. DEPARTMENT OF HEALTH, 
EDUCATION, AND WELFARE 
Public Health Service 


A research finding that should have immediate ef- 
fects in assisting diagnostic laboratories, including 
many State Health Departments, to a cheaper and 
quicker method of diagnosing poliomyelitis cases 
was announced recently by the Public Health Service 
of the U. S. Department of Health, Education, and 
Welfare. 

The finding is the adaptation to growth in exper- 
imental mice of the third of the three known strains 
of polio virus, the type believed to be the cause of 
most of the cases of human polio. 

The discovery was the work of Dr. C. P. Li and 
Dr. Morris Schaeffer, both of the Virus and Ric- 
kettsia Laboratory in Montgomery, Alabama, which 
is part of the Public Health Service’s Communicable 
Disease Center. The complete report of their work 
is published in the current issue of the Proceedings 
of the Society for Experimental Biology and 
Medicine. 

With the completion of this phase of the re- 
search, all three of the polio virus strains have been 
adapted to mice by Public Healin Service scientists, 
either at the National Institute of Health, in Be. 
thesda, Maryland, or in the Montgomery laboratory. 
Researchers in the polio field have been working 
especially hard to propagate this only remaining un- 
adapted strain in mice since the second strain was 
adapted in 1951, and with other recent advances in 
polio research this finding will assist materially in 
conquering the disease. 


Lack of Exercise and Over-Eating Called Major 
Cause of Heart Attack 

Lack of physical exercise and overeating, not 
hard work, are the major causes of heart attacks 
among business executives in the United States, 
the American Association of Cereal Chemists was 
told in May by Dr. Theodore G. Klumpp, president 
of Winthrop-Stearns, Inc., New York, pharmaceuti- 
cal manufacturer. 

Scoring the “great American neurosis” that hard 
work is the cause of heart failure, Dr. Klumpp 
stated that business executives are apparently the 
foremost victims of this “false’’ notion. 

“Consequently, they work with mental brakes set 
against their work and in mortal terror of a heart 
attack. They are afraid to live for fear of dying.” 

“With the bountiful blessings of labor-saving de- 
vices, our ex-college althletes sit in their offices all 
day, doing little that is more strenuous than answer- 
ing the telephone or walking to the washroom. 

“His thrice-daily escape is found in eating fine 
groceries, and while he grows fatter his heart, 
muscles and glands degenerate and stagnate as he 
drives home in a car with power-steering. If this 
is the millenium, then all the basic principles of bi- 
ology and human physiology are a fraud.” 


Winthrop Removes Diluent from 
Vitamin Preparation 

A new packing of Bestasynplex “Niphanoid,” omit- 
ting the diluent, is announced by Winthrop-Stearns 
Inc. for immediate distribution throughout the 
country. 

The product is an injectable, highly concentrated 
mixture of synthetic vitamin B complex factors, in- 
cluding B-12. The special packing is especially in- 
tended for the use of hospitals preferring their own 
distilled water. 
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In the illustration is shown a section of the wall of the large intestine suggesting the mode 
of invasion of Endamocha histolytica into the various levels; the mesenteric venules lead to 


the liver and escape of some of the parasites may cause an amebic abscess of the liver. 


Diodoquiut in Amebiasis 


“Diodoquin is very effective in curing the intestinal infection....’’* 


In a recent survey of seven commonly-used 
amebacides, Weingarten* concluded that 
Diodoquin (diiodohydroxyquinoline, U.S.P.) 
gave an excellent percentage of cures with maxi- 
mal safety for the patient. 

The active protozoacidal agent in Diodoquin 
is iodine, present in the high percentage of 63.9. 

As a result of this high 1odine content, 
Diodoquin is extremely potent and, with few 
exceptions, a twenty-day divided dosage will 
destroy the offending organisms. This efficient 
therapeutic effect is due to the high levels of 


insoluble halogen acting in the lumen of the 


bowel. It is a well tolerated and relatively 
nontoxic amebacide. 

Diodoquin’s simplified dosage plan, three 10- 
grain tablets daily for twenty days, is a decided 
improvement for treating both the asymptomatic 
and symptomatic forms of amebiasis. It is ac- 
cepted by the Council on Pharmacy and Chem- 
istry of the American Medical Association. 
Diodoquin is supplied as tablets of 10 grains 


(650 mg.) in bottles of 60 and 500. 


*Weingarten, M.: Proctology Symposium: Amebiasis: Med- 
ical Aspects, Mod. Med. 20:121 (May 15) 1952. 
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ACCIDENT e HOSPITAL e SICKNESS 


INSURANCE 


FOR PHYSICIANS, SURGEONS, DENTISTS EXCLUSIVELY 


COmE FROM 60 


$5,000 accidental death Quarterly $8.00 $15,000 accidental death Quarterly $24.00 
$25 weekly indemnity, accident and sickness $75 weekly indemnity, accident and sickness 


$10,000 accidental death Quarterly $16.00 $20,000 accidental death Quarterly $32.00 
$50 weekly indemnity, accident and sickness $100 weekly indemnity, accident and sickness 


COST HAS NEVER EXCEEDED AMOUNTS SHOWN 
ALSO HOSPITAL INSURANCE 


4 
= 


ig! Double 
60 days in Hospital 10.00 per day 
5.00 es day 10.00 per day 
.00 10.00 


wwwww—- Se 


SO days Of Nurse HOMO. 
Laboratory Fees in Hospital... 
Operating Room in Hospital... 
Anesthetic in Hospital. 
X-Ray in Hospital... 
Ambulance to or from Hospital ELE 


Child to age 19 
$4,000,000.00 PHYSICIANS CASUALTY ASSOCIATION $19,500,000.00 
INVESTED ASSETS PHYSICIANS HEALTH ASSOCIATION PAID FOR CLAIMS 


51 years under the same management 
400 FIRST NATIONAL BANK BUILDING OMAHA 2, NEBRASKA 
$200,000.00 deposited with State of Nebraska for protection of our members 


BROADOAKS SANATORIUM 


MORGANTON, NORTH CAROLINA 


James W. Vernon, M.D. E. H. E. Taylor, M.D. J. T. Vernon, M.D. 


33s 


A PRIVATE HOSPITAL FOR THE TREATMENT OF NERVOUS AND 
MENTAL DISEASES, INEBRITY AND DRUG HABITS 


A home for permanent care of selected cases of chronic nervous and mental diseases. 
Equipped for treatment by ny ton methods. Billiards, tennis and other diverting amuse- 
ments. Located in Piedmont North Carolina, the climate is mild and invigorating at all 


ons. 
— three medical officers of the staff reside at the sanatorium and devote their full 


time to the care and service of the patients. 


PREMIUMS > <—__CLAIMS ¢ 
Quadruple 
ioe 1 day 20.00 per day 
oe 1 day 20.00 per day 
20.00 
ie 10.00 20.00 40.00 
10.00 20.00 40.00 
ae 10.00 20.00 40.00 
am 10.00 20.00 40.00 
an 10.00 20.00 40.00 
COSTS (Quarterly) 
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Not only relief from menopausal distress but also 


“a striking improvement in the sense of well-being” 


was reported by all patients on “Premarin” therapy.* 


“PREMARINs in the menopause 


Estrogenic Substances (water-soluble) also known as 


Conjugated Estrogens (equine). Tablets and liquid, 


4#Glass, S. J., and Rosenblum, G.: J. Clin, Endocrinol. 


3:95 (Feb.) 1943. 


AYERST, MCKENNA & HARRISON LIMITED * New York, N. Y.* Mouitreal, Canada 
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HIGHLAND HOSPITAL, Inc. 


FOUNDED IN 1904 


ASHEVILLE NORTH CAROLINA 


AFFILIATED WITH DUKE UNIVERSITY 


A non-profit psychiatric institution, offering modern 
diagnostic and treatment procedures—lInsulin, elec- 
troshock, psychotherapy, occupational and recrea- 
tional therapy—for nervous and mental disorders. 


The Hospital is located in a sixty-acre park, amid 
the scenic beauties of the Smoky Mountain Range 
of Western North Carolina, affording exceptional 
opportunity for physical and nervous rehabilitation. 


The OUT-PATIENT CLINIC offers diagnostic services 
and therapeutic treatment for selected cases desiring 
non-resident care. 


R. Charmon Carroll, M.D., Diplomate in Psychiatry 
Medical Director 


Robt. L. Craig, M.D., Diplomate in Neurology and 
Psychiatry 


Associate Director 


SAINT ALBANS SANATORIUM 


RADFORD, VIRGINIA 


100 bed private psychiatric hospital for the treatment of nervous and mental disorders, 
including alcoholism and addiction. 


JAMES P. KING, M.D. 
Director 


DANIEL D. CHILEs, M.D. 
Davip M. Wayne, M.D.* 


JAMES K. Morrow, M.D. 


Tuomas E. PAINTER, M.D. 
JAMES L. CuITWoop, M.D. 


Medical Consultant 


* Director, Bluefield, Va., Office 518 Virginia Street, Phone 4260. 
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in all cases where the milk supply 
is not private and its conditions fully 
known, all milk for use in the nursery 
should be boiled immediately upon its 
arrival in the house... . Milk completely 
sterilized by several exposures to heat 
_. . and hermetically sealed, will keep 
sweet for many weeks, and this device 
is most valuable for long journeys or 
ocean voyages.”” 
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BAKER'S MODIFIED MILK 
Beker's Modified Milk is made from Grade Simplifies infant feeding when traveling : 
A Milk (U. s. Public Health Service Milk . 
Code), which has been modineg jt and whenever refrigeration facilities ; 
Placement of the milk fat with animal and * oem 
vegetable oils and by the addition of car- are not available oa 
bohydrates, vitamins and ‘ron. Cheadle—Artificia! Feeding and Food Disorders of Infants, Sixth Edition(1906) 
| BAKER’s MODIFIED MILK : Gy: 
R “ABORATORI ES INC. 
kos 
Division Offices: Atlanta, Dallas, Denver, MEDICAL 
Greensboro, N.C., Los Angeles, San Francisco, Seattle 
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STUART CIRCLE HOSPITAL 


413-21 Stuart Circle RICHMOND, VIRGINIA 


Medicine: Surgery: 
Alexander G. Brown, Jr., M.D. A. Stephens Graham, M.D. 
Manfred Call, III, M.D. Charles R. Robins, Jr., M.D, 
M. Morris Pinckney, M.D. Carrington Williams, M.D. 
Alexander G. Brown, III, M.D. Richard A. Michaux, M.D. 
John D. Call, M.D. Carrington Williams, Jr., M.D. 
Wyndham B. Blanton, Jr., M.D. 

Urological Surgery: 


Obstetrics and Gynecology: Frank Pole, M.D. 


Wm. Durwood Suggs, M.D. 
Spotswood Robins, M.D. DDS 


P Plastic Surgery: 
Orthopedics: 
Beverly Clery, MD. Hunter S. Jackson, M.D. 
eee Roentgenology and Radiology: 
Pediatrics: Fred M, Hodges, M.D, 
Charles P, Mangum, M.D. L. O. Snead, M.D. 
Algie S, Hurt, M.D. Hunter B. Frischkorn, Jr., M.D. 
Edward G. Davis, Jr., M.D. William C, Barr, M.D. 


Ophthalmology, Otolaryngology: Physiotherapy: 
W. L. Mason, M.D, Liv E. Lund 
Pathology: 
Regena Beck, M.D. 


Director: 
Charles C. Hough 


An institution for rest, convalescence, the diagnosis and treatment of nervous and mental disorders, alcohol and 


drug habituation. 
Appalachian Hall is located in Asheville, North Carolina, Asheville justly claims an unexcelled all year round eli- 


mate for health and comfort. All natural curative agents are used, such as physiotherapy, occupational therapy, 
shock therapy. outdoor sports, horseback riding, ete. Five beautiful golf courses are available to patients, Ample 
facilities for classification of patients. Rooms single or en suite with every comfort and convenience. 
For rates and further information write 
APPALACHIAN HALL, ASHEVILLE, N, C. 


WM. RAY GRIFFIN, M.D. M. A. GRIFFIN, M.D. 
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E.R. SQUIBB & SONS 745 FIFTH AVENUE, NEW YORK 22, NEW YORK 


Sig/One)tablet 3 to 5 
mes a day. Take after 


Qua 4 of milk. 


Dear Doctor: 


Tolserol Tabs. 0.5 gram 
Disp. #100 


meals or with 1/3 glass 


This prescription is typical of many written for Tolserol 
Tablets*, as seen in a recent prescription survey. 


Although some patients will respond to such low dosage, 
much better results can be obtained by following the 
recommended dosage: 1 to 3 grams, 3 to 5 times per day. 


In accordance with this recommendation, the first dosage 
schedule for a patient could be: 


Tolserol Tabs. 0.5 gram 
Disp. #100 
aviets 3 to 5 
times a day. Take after 
meals or with 1/3 glass 
of milk. 


Complete information on the use of Tolserol in muscle spasm 
of rheumatic disorders, neurologic disorders, and acute 
alcoholism is available from your Squibb Professional 
Service Representative. 


Sincerely yours, 


KA 


L. H. Ashe, Manager 
* Squibb 'Mephenesin' Professional Service Dept. 
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The 
KOMPAK 
Model 


| Fits easil 
Whenever \ in your 
the diet is faulty, bag 


* Convalescence the appetite poor, | For all outside calls the outstanding 
as | choice of physicians is the KOMPAK 


or the loss of food |] Model Lifetime Baumanometer .. . 


oil dual purpose when also used on 
. : the doctor’s desk. A lifetime of blood- 
IS excessive | pressure accuracy: $39.50 Complete. 


oa CAROLINA SURGICAL 
SUPPLY COMPANY 

Va lentine DURHAM 
MEAT EXTRACT 


Adolescence 


stimulates the appetite, 


increases the flow of 
Infant diarrhea digestive juices, liments if 


provides: supplementary 
amounts of vitamins, minerals t 5 
and soluble proteins, \ MN h l I 
extra-dietary vitamin By, ac e S, nc. 
protective quantities of 
“, potassium, in a palatable and S U R G I th A a 
feadily assimilated form. 


Debilitating | S U P P 8 I E S 


gastrointestinal 
conditions 


Supplied in bottles of 2 fluidounces. 

Dosage is 1 teaspoonful two or three times daily; 

two or three times this amount for potassium | 

therapy. 65 Haywood Street 

ASHEVILLE, North Carolina 

VALENTINE Company, Inc. Tl P.O. Box 1716 Telephones 1004-1005 
RICHMOND 9, VIRGINIA 
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per Left Quadrant 
the Abdomen 


| Diaphragm and 
coronary ligament 
Falciform ligament 
Hepatic veins 

Inferior vena cava and 
right vagus nerve 
Crus of diaphragm and 
abdominal aorta 
Celiae artery and 
celiac plexus 

Hepatic artery and 
portal vein 
Gastroduodenal artery 
and vein 


10 Duodenum 


11 


12 


16 


Subpyloric lymph nodes 


This is one of a series of paintings for Lederle by Paul Peck, illustrating the anatomy of various organs 4 
and tissues of the body which are frequently attacked by infection, where aureomycin may prove useful. Le 


Superior pancreatico- 
duodenal artery 

and vein 

Right gastroepiploic 
artery and vein 
Superior mesenteric 
artery and vein 
Superior mesenteric 
Ivmph nodes 
Transverse colon and 
right colic artery 
and vein 

Spermatic artery 
and vein 


17 


18 


23 


Left triangular 
ligament and left lobe 
of liver 

Esophagus and left 
vagus nerve 
Paracardial lymph 
nodes 

Esophageal branch of 
left gastric artery 
and vein 

Gastric rami of 
vagus nerve 

Splenic lymph nodes 
Left gastrie artery 
and coronary vein 


28 


29 
30 
31 


32 


Spleen and splenic 
artery and vein 
Superior pancreatic 
Iyvmph nodes 
Pancreas and 

tenth rib 

Left gastroepiploic 
artery and vein 
Left kidney 
Inferior gastric 
lymph nodes 
Jejunum 
Descending colon 
Lleocolic artery 
and vein 
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(dn peritonits, 


in intestinal infections, 
and prophylactic adjunct 
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Literature available on request 


LEDERLE LABORATORIES DIVISION 
AMERICAN (ganamid COMPANY 


30 ROCKEFELLER PLAZA, NEW YORK 20, N. Y. 
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a HYDROCHLORIDE CRYSTALLINE 
provides an unsurpasse 

range antimicrobial achon_ 
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A Modern Hospital 


for the 
Treatment of Alcoholism 


A private hospital employing the latest scientific Hormones -Vitamin treat- 
ment (*Hormovit), Conditioned Reflex, Psychological, Psychiatric, Biological 
and other tested methods for the rehabilitation of consent patients suffering 


from alcoholism. 


Under the direction of a competent licensed physician with five consulting 


physicians subject to call. Registered nurses in charge 24 hours daily. 


All equipment modern with facilities to take care of fifty patients both 


male and female. 


® The White Cross Hormones-Vitamin and Conditioned Reflex Treatment is 
a common sense approach to the actual removal of the CAUSES creating the 
desire for alcohol. It is the result of years of clinical research and experience ... 


sound in principle... thoroughly safe ... successfully used in thousands of cases. 


Approved and licensed by the Virginia State Hospital Board. Atop beautiful Mt. Regis, 
in the quiet serene mountains of Virginia, conducive to rest, comfort and recuperation. 


Doctors’ inspection invited. For information, phone or write 


WHITE CROSS HOSPITAL 


Five Miles West of Roanoke on Route No. 11 


Salem, Virginia— Phone Salem 4761 


*Hormovit is the exclusive trade mark of the White Cross Hormones Vitamin Treatment Copyright 1952, HN. Alford, Atlanta, Qa 
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BRAWNER’S SANITITARIUM 


ESTABLISHED 1910 


SMYRNA, GEORGIA 
(SUBURB OF ATLANTA) 


FOR THE TREATMENT OF PSYCHIATRIC 
ILLNESSES AND PROBLEMS OF ADDICTION 


Psychotherapy, Convulsive Therapy, Recreational and Occupational Therapy 
Modern Facilities 


Custodial Care for a Limited Number of Elderly Patients at Monthly Rate 


Jas. N. BRAWNER, M. D. Jas. N. BRAWNER, JR., M. D. ALBERT F. BRAWNER, M. D. 
MEDICAL DIRECTOR ASSISTANT DIRECTOR AND RESIDENT SUPERINTENDENT 
SUPERINTENDENT 
P.O. Box 218 Phone 5-4486 


TUCKER HOSPITAL, INC. 


212 West Franklin Street 
Richmond, Virginia 


A private hospital accepting for diagnosis and treatment organic neuro- 
logical conditions, selected psychiatric and alcoholic cases, metabolic dis- 
turbances of an endocrine nature, individuals who are having difficulty 
with their personality adjustments, and children with behavior problems. 
Patients with general medical disorders admitted for treatment under our 
staff of visiting physicians. 


Under the Professional Charge of 
Dr. HOWARD R. MASTERS, DR. JAMES ASA SHIELD 


AND ASSOCIATES 


Catalog on Application 
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RAYTHEON RADAR 
MICROTHERM 
— The Modern Diathermy 


RAYTHEON Radar Microtherm offers you the modern microwave 
method of precision heat application. 
MICROTHERM operates at 2450 megacyeles, as contrasted with 
the highest television range of 920 megacycles, hence TV inter- 
ference is avoided. 
MICROTHERM provides penetrating energy for deep heating— 
dosage may be accurately timed. 

a 
MICROTHERM is safe as well as quick, easy to apply as well as 
clinically efficient, 


Ask for a demonstration 


Powers and Anderson of North Carolina, Inc. 
58-60 BURKE STREET 
WINSTON-SALEM, NORTH CAROLINA 


eA private psychiatric hospital em- Staff PAUL V. ANDERSON, M.D. 


President 


ploying modern diagnostic and treat- REX BLANKINSHIP, M.D. 
H Medical D 
ment procedures—clectro shock, in- edical Director 


JOHN R. SAUNDERS, M.D, 
sulin, psychotherapy, occupational and 
recreational therapy—for nervous and THOMAS F. COATES, M.D 


Associate 


mental disorders and problems of Perens 


R. CRYTZER, Administrator 
addiction. 


P. O. Box 1514 RICHMOND, VIRGINIA Phone 5-3245 


Brochure of Views of our 125-Acre Estate 
Sent on Request 
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GLENWOOD PARK SANITARIUM 


Founded by 
W.C. ASHWORTH, 
M. D. 


GREENSBORO, 
North 
Carolina 


1904 


Established in 1904 and continuously operated since that date for 
the medical treatment of drug and alcoholic addictions. Located in an 
attractive suburb of Greensboro where privacy and pleasant surroundings 
are to be found. 

WorTH WILLIAMS, Business Manager R. M. BUIE, JR., Medical Director 


Address; GLENWOOD PARK SANITARIUM, Greensboro, N. C. 
Telephone: 2-0614 


Have You Ever Prescribed a Residence Elevator? 


Invalids, older folks and people with heart ailments can now travel safely and 


easily from floor to floor. 


These elevators are neat, safe, and 
quiet—they probably cost less than 
you think. 


Inclin-ator Elevette 

Travels up and down This passenger eleva- 
stairs. Seats fold up tor fits in stairwell 
when not in use. or other available 


Carries one or two —-. Carries one to 
persons. three persons. 


No overhead construction required. Operated 
by house current. Survey is free. 


MONARCH ELEVATOR & MACHINE CO., Inc. 


GREENSBORO, N. C. 


The eee FOR 
EXCEPTIONAL 


Thompson CHILDREN 
Homestead Year round private 

home and school for PATRONIZE 

School infants, children and 


adults on pleasant YOUR ADVERTISERS 


250 acre farm near Charlottesville. 
Write for booklet. 

Mrs. J. BASCOM THOMPSON, Principal ie 

FREE UNION VIRGINIA 


j 
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To Members of the Medical Society of the State of North Carolina 


Are you insured under your Society’s Group Accident and Health Plan? 


SPECIAL ADVANTAGES 
1. Covers all types of disability. 
2. Company cannot cancel or restrict your benefits, regardless of number of claims, 
or kind of disease. 
3. Cost at least a third less, due to your Society's special group rates. 
MORE THAN $400,000.00 IN BENEFITS ALREADY PAID TO NORTH CAROLINA MEDICAL 
SOCIETY MEMBERS INSURED UNDER THIS PLAN SINCE 1940 


Dismemberment Accident and Annual Semi-Annual 
Accidental Death Benefits, Upto Sickness Benefits Premium Premium 
— $5,000 Principal $10,000.00 $ 50.00 weekly $ 90.00 $45.50 
Avelleble 5,000 Principal 15,000.00 75.00 weekly 131.00 66.00 
5,000 Principal 20,000.00 100.00 weekly 172.00 86.50 


($433.00 per month) 


OPTIONAL HOSPITAL COVERAGE 
If you wish added Hospital Benefits payable at the rate of $10.00 per day from the 
First Day of Hospital Confinement, up to a limit of 70 days, in connection with any one dis- 
ability due to sickness or injury, such coverage is available at an additional premium of 
$20.00 annually or $10.00 semi-annually. This optional coverage is only available to appli- 
cants under age 60 who are able to qualify for it. 


FOR APPLICATION, OR FURTHER INFORMATION, WRITE TODAY TO 


J. L. CRUMPTON, State Mgr. 


Professional Group Disability Division 


Box 147, Durham, N. C. 
—Representing— 
COMMERCIAL INSURANCE COMPANY OF NEWARK, N. J. 


INDEX TO ADVERTISERS 
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a standard measure 
to avert or allay 
allergic distress... 


BENADRYL 


BENADRYL Hydrochloride 
is available in a variety of forms— 
including Kapseals,” 50 mg. each; 
Capsules, 25 mg. each; Elixir, 

10 mg. per teaspoonful; 

and Steri-Vials,® 10 mg. per ce. 
for parenteral therapy. 


on 

: 


Whenever antihistaminic therapy is needed to prevent 

or relieve allergic symptoms, prescription of BENADRYL 
Hydrochloride (diphenhydramine hydrochloride, Parke-Davis) 
has become a customary procedure in the daily practice 

of many physicians. Because relief is rapidly obtained 

and gratifyingly prolonged, many thousands of patients 

have been spared the usual discomforts of hay fever, vasomotor 
rhinitis, acute and chronic urticaria, angio-neurotic edema, 
pruritic dermatoses, contact dermatitis, serum sickness, 


food allergy, and sensitization to penicillin and other drugs. 


DETROIT, MICHIGAN 


Lactum 


~ 
49 


uncomplicated progress... 


The uncomplicated nutritional 
progress! of infants fed Lactum’ 
speaks for its sound rationale. Lactum 
is Mead’s liquid formula made from 
whole milk and Dextri-Maltose." 

It provides generous milk protein for 
sturdy growth and sound tissue 
structure, with sufficient calories to 
spare protein and meet the infant's 
energy needs. 

Lactum is convenient and easy to 
prepare—simply mMLXx equal parts of 
Lactum and water for a formula 
supplying 20 calories per fluid ounce 


. Fros | He, and Jack on R | 
J. Pediat 39; 585-592, 1951. 


MEAD] 


MEAD JOHNSON & COMPANY 
Evansville 21, Ind., U.S.A. 
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